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Abstract 
Continuous professional development (CPD) has been purported to be able to 
enhance and support caring nursing practice; however, the relationship has never been 
studied in Western Australia. CPD is used in Australia as an overarching term. It 
includes three types of study leave; accredited courses, training with defence force 
reserves, and professional development (PD).  The aim of this study was to determine 
the extent to which a professional development program can support caring nursing 
practice in Western Australian (WA) hospitals.  
A PD program consisting of a one-day Master Class (MC) on caring nursing 
practice with additional and optional on-line reflective practice journaling (RPJ) was 
developed, implemented and evaluated for use in Western Australia. Convenience 
sampling was used to invite nurses from tertiary metropolitan hospitals in WA to 
participate. Snowball sampling followed. MCs were delivered at five major hospitals in 
the greater metropolitan area. The RPJ were submitted via e-mail. 
Qualitative and quantitative data were analysed using descriptive statistics and 
traditional theming techniques. The study used a synergistic, dynamic approach to 
mixed methods combining a systemic approach. This approach uses concurrent 
analysis of survey qualitative and quantitative data followed by typology method using 
convergent analysis of survey and reflective practice journaling data (Hall & Howard, 
2008). 
Findings indicate that PD may be able to support caring nursing practice in WA 
hospitals by three means: firstly, by supporting and understanding how organisations 
operate within a health care system and a cultural context; secondly, by supporting 
‘meaning-making’; and thirdly, by supporting ‘agency’ of nurses. Findings also indicate 
that some educational content and strategies may be more effective in maximising the 
extent to which PD can support caring nursing practice in WA hospitals. 
The conclusion drawn from the findings was that PD has the capacity to support 
caring nursing practice in WA hospitals. The extent to which it is able to do this may be 
limited by cultural, organisational, nursing and personal factors beyond the reach of PD. 
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Prologue 
Bitterly she cries in the night, as tears stream down her cheeks.  
No one consoles her of all her friends.  
All her neighbours have betrayed her; they have become her enemies. 
(Lamentations 1:2) 
I lay in a hospital bed in the night and heard crying from the bed next to me. The 
tip of her finger throbbed where someone had bitten it almost off. She was far away 
from home waiting and fasting for two days for microsurgery that would return things 
to normal. And as emergencies came and went her operation kept being bumped 
‘down the list’. Down the corridor I could hear the nurses laughing at the nurses’ 
station. She believed in angels but not much else so we talked to the angels and she 
agreed to press the call button. The nurse came and comforted her and brought her a 
cup of warm milk. She fell asleep. 
 
When I started nursing many years ago foremost amongst my goals was the 
desire to care and by so doing to support the patient and family and significant others 
on their healing journey – wherever that led. The first awareness of a manifest 
contradiction between goals and roles in nursing emerged during my student years. 
After graduation my awareness of the gap between goals and roles of nursing 
increased and after my graduate year at a large inner-city hospital, I left nursing to 
prepare myself for a career in Anthropology and/or Sociology. The pull to nurse is 
strong in me and I returned to nursing after a short time away only to find that the 
same contradictions continued. This first return saw a resolve to help to ‘change’ 
things! So, after a few years of being unable to make an impact at the ward or hospital 
level, back to University I went to study Education with a view to changing the next 
generation of nurses. After five years of academia I could see my students lose 
themselves to a greater or lesser extent after graduating as they became one with 
contradictions between goals and roles of nursing and the lot of the patient had not 
really changed. I left again to work in Aboriginal health but again after a few years I 
again returned to nursing. 
I vacillated between attempts to escape and attempts to reform nursing over a 
40+ year career. And then all of a sudden, I was the patient and the Mid-Staffordshire 
report was being released.  
Warning Signs 
During the course of both the first inquiry and the present there has been a 
constant refrain from those charged with managing, leading, overseeing or 
regulating the Trust’s provision of services that no cause for concern was 
drawn to their attention, or that no one spoke up about concerns. (Francis, 
2013, p. 41) 
As a patient I experienced first-hand the ramifications of emotional 
desensitization of some nurses in Western Australian hospitals and at the same time 
read of the horrors that extremes of this condition could lead to: a chilling reminder of 
xviii 
what happened when good people don’t speak up and it made me wonder, ‘What 
more I could do? What else could I try?’  I reflected on what Florence Nightingale 
(1872) had said “… so, when I could no longer learn by nursing others, I would learn 
by being nursed, by seeing Nurses practice upon me. It is all experience”. 
Experience is useful for learning and teaching. I am in a position once again to 
consider teaching and so I considered what education I might be able to provide to 
nurses in hospitals.  
To educate men [and women] wisely we must know what we educate them 
to become. To know this it is necessary to ask what men [and women] live 
for – to ask, that is, what can be the purpose of life and what sort of life it 
should be. Therefore, we must also inquire into the nature of the world and 
the limits it sets on what men can know and do. (Kneller, 1964, p. 1) 
And so this research emerged - a personal attempt to understand the 
possibilities of education in supporting caring nursing practice in WA hospitals. 
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Chapter 1: INTRODUCTION 
This first chapter will introduce the research project. It will provide a background 
to the thesis and caring as a concept, an overview of the provision of professional 
development (PD) and its use to support caring nursing practice. The aim, purpose, 
problem, objectives, justification, and research question follow. The chapter will 
conclude by providing a summary of the thesis by chapter. 
1.1 Background 
The provision of PD in Western Australian (WA) hospitals aims to support, 
maintain and enhance nursing standards and the quality of nursing care provided. 
Global historical and modern trends in the nursing workforce and the provision of 
health care may have had an impact on the provision of PD for nurses in WA hospitals 
(FSH, 2019). 
Florence Nightingale (1820–1910) is widely recognised as the founder of modern 
nursing. Nightingale reformed nursing and nursing education and in doing so she 
transformed the values of nursing. Nursing became linked with the ‘traditional’ values 
of caring service based on scientific principles, and was to be provided by 
independent, clear thinking strong women (Nightingale, 1859, 1860b; Selanders, 
2010). In the 109 years since Florence Nightingale’s death, society and nursing have 
undergone some dramatic changes which have impacted both nursing and the 
provision of PD for nurses. With the move from hospital-based training to a university 
degree, there are no longer any specific requirements for the provision of hospital 
based educational support for the PD of nurses (Australian Health Practitioner 
Regulation Agency (AHPRA), 2016a, 2016d). 
1.1.1 Caring as a concept 
“Caring is described in a myriad of different ways in the nursing literature” 
(Spichiger, Wallhagen, & Benner, 2005). As Clarke and Wheeler (1992) state: “Care is 
regularly used as a suffix to nursing, in such well-known phrases as ‘total nursing care’ 
and … there is little nursing research which focuses on the meaning of care …” 
(p.1283). 
Caring is defined as both a process and an outcome (Boykin, Schoenhofer, 
Smith, St Jean, & Aleman, 2003). In order to be caring, one must first care. Caring is 
the response to care. ‘Care’ is the state of personal ‘being’: a state which is ‘I care’. 
Care and caring are “the response to a continuous process of need that is 
experienced through the giving of oneself to another, creating friendship through trust, 
love and value for each other” (Clarke & Wheeler, 1992, p. 1,288). In nursing the ‘I 
care’ statement is a personal state of being which results in the physical, emotional 
and spiritual act of caring and emerges from a care need (Harrison, 2006) which is 
guided by an ‘ethic’ of caring. 
The caring nurse concept persists and is supported theoretically. Nursing as a 
concept has evolved into a caring science with several theories and models of 
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nursing. For example: human caring theory (Watson, 2009) and the caring-healing 
inquiry for holistic nursing practice (Dorn, 2004). Watsons’ theory is well known and 
broadly supported (Dyess, Boykin, & Rigg, 2010b; McCance, 2003; Morrow, 2011; 
Plessis, 2016; Watson & Foster, 2003; Watson, 2007, 2009, 2017). Caring inventories 
have been developed to attempt to capture the various components that make up a 
definition (Wu, Larrabe, & Putman, 2006).  
Some of the key components of caring found in most definitions of caring as it 
relates to nursing are: 
 Presencing, sharing, supporting, competence, uplifting effects – being 
respected, belonging, growth, transformation, learning to care, desire to care 
(Beck, 1999). 
 Compassion – which is a “display of character … leading to concern for the 
good of others, an awareness of the others suffering and a desire to act to 
relieve that suffering” (Sabo, 2006, p. 137). 
 Empathy – “the most crucial element” (Sabo, 2006, p. 137). 
The question then which relates to this research is ‘Can caring be taught to 
nurses?’ The question is not without merit. However, there is a paucity of literature 
directly related to its answer. The one article which posed the same question 
answered it by providing an implementation example and concluded with a less than 
satisfactory observation of the ‘attempt’ stating “I like to think that caring is a teachable 
phenomenon in nursing. But if I am wrong, I have at least done my best to instil a habit 
of caring in my students” (Alpers, Jarrell, & Wotring, 2013, p. 69). 
1.1.2 Continuing professional development 
Continuing professional development (CPD) is a broad term which may include 
enrolment in accredited courses, attending training with the defence reserves and 
professional development (PD) including: workshops, seminars, professional 
organisation discussion groups, conference, forums, seminars, symposia, mandatory 
or in-service learning (where that learning is new learning) and self-directed learning 
(AHPRA, 2016c). CPD is: 
the means by which members of the profession maintain, improve and 
broaden their knowledge, expertise and competence, and develop the 
personal and professional qualities required throughout their professional 
lives. (AHPRA, 2016d, p. 4) 
CPD is a requirement for all nurses registering for practice in Western Australia. 
The Australian Health Practitioner Regulation Agency (AHPRA) is the national 
registering body for all nurses in Australia. The annual requirement for CPD to 
maintain nursing registration with AHPRA is 20 hours (AHPRA, 2019b). However 
actual CPD entitlements are dependent upon the industrial award or agreement under 
which nurses are employed. CPD is granted to nurses in specified leave entitlements 
which generally mirror the AHPRA definition provided above. Depending on the 
agreement or award, leave entitlement for CPD may differ.  
3 
 
Figure 1.1 Types of CPD leave entitlement based on AHPRA definition and main 
Nursing awards or agreements 
(AHPRA, 2016d; Australian Nursing and Midwifery Foundation (ANMF)., 
2017; Western Australian Industrial Relations Commission, 2016) 
 
It is important to note here the different terminologies used in WA. CPD is an 
overarching term used to include three types of study leave. PD refers to a specific 
CPD leave entitlement. Accredited courses are another type of CPD leave and training 
with defence forces is another type of leave under the WA Industrial Relations 
Commission (2016) agreement. These terms are recognised by AHPRA and endorsed 
by Australian Health Workforce Ministerial Council and Health Practitioner Regulation 
National Law (AHPRA, 2016d). Within this document the terms used will be those 
found in the industrial agreements and AHPRA. Both of the awards/agreements 
provide for two days of professional development leave per annum for full time nurses 
(ANMF, 2017; Western Australian Industrial Relations Commission, 2016). For most 
government nurses their award specifically states that CPD leave is in addition to any 
other form of CPD leave. Although this may also be supported in the private sector, it 
is not mandated in their award (ANMF, 2017). For both sectors CPD specifically 
excludes mandatory training such as Advanced Life Support, Cardio Pulmonary 
Resuscitation, Manual Handling, Hand Hygiene and Fire and Safety (ANMF, 2017; 
Western Australian Industrial Relations Commission, 2016). This is in direct contrast 
to AHPRA which allows mandatory training on the proviso that it includes new learning 
(AHPRA, 2019b). In this instance nurses may in some circumstances use mandatory 
training towards CPD hours; however, hospitals may not include it as part of the 
nurses’ CPD leave under some awards. The importance of this is that if mandatory 
training is used towards CPD leave entitlements, this may reduce leave for new or 
otherwise innovative forms of PD. 
Nurses’ industrial leave entitlement of two days of CPD falls below the 20 hours 
of CPD required by AHPRA to maintain registration. Hospitals may fund leave for 
CPD 
Nurses 
Accredited courses 
(Study Leave) 
Professional 
Development 
(PD Leave) 
Training with defence 
force reserves 
(Defence force leave) 
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additional CPD beyond the minimum in the award for any or all of the three of CPDs. 
Irrespective of employment arrangements the minimum number of hours required to 
maintain registration is set by AHPRA as 20 hours of CPD per year. Pro-rata CPD 
hours only apply to those nurses applying for new registration after the year has 
commenced (AHPRA, 2016c). The onus is on Registered Nurses to ensure they meet 
AHPRA mandated CPD hours for registration under the registration category for which 
the nurse is registered. Most nurses in WA are therefore responsible for meeting a 
gap in CPD hours each year. 
CPD hours of most hospital nurses in WA must be obtained via CPD as most 
nurses are not enrolled in formally accredited courses or in training with the defence 
force reserves. 
1.1.3 Use of CPD to support caring nursing practice 
The use of CPD to enhance caring nursing practice appears to be underutilised 
in Australia. Worldwide awareness of the importance of caring in nursing is increasing 
(Francis, 2013; Garling, 2009; Government of Western Australia, 2018b) with the use 
of accredited courses and professional development programs (Martin, 2015; Watson, 
2019). There is a trend towards rectifying the ‘harm’ created in hospitals globally 
(Francis, 2013). Part of this trend includes a move towards the use of CPD and, in 
particular, PD to support organisational objectives. PD is often utilised for mandatory 
training such as CPR or Advanced Life Support, Hand Hygiene, Manual Handling, Fire 
and Emergency including evacuation and to supplement clinical nursing skills. It is 
rarely used for conference attendance. The use of a PD program to support caring 
nursing practice in hospitals in WA is new. 
A review of the literature, provided in chapter three, revealed that there may be: 
personal, organisational, professional, and societal factors influencing the provision of 
caring nursing practice. Documents governing organisational support for the provision 
of CPD reflect both societal and professional aspirations for safe patient care while 
maintaining nurses’ currency in a rapidly changing health care environment (AHPRA, 
2016d; Australian Nursing and Midwifery Federation (ANMF, 2016, 2017; Western 
Australian Industrial Relations Commission, 2016). These documents reveal the role 
of CPD, and minimum requirements set by society and the profession for the 
maintenance of safe current nursing practice. 
1.2. Aim and Purpose of the Research 
The aim of the research is to provide a PD program which will support caring 
nursing practice in WA hospitals. The purpose of the research is to determine the 
extent to which a professional development program can support caring nursing 
practice in WA hospitals. A full day workshop on caring was developed, implemented, 
and evaluated. The PD program developed for this research consisted of two parts: 
(1) a full day workshop and (2) optional reflective practice journaling (RPJ) provided 
for participating hospitals. The full day workshop on caring for nurses was included as 
a component of PD options available for 2018 in participating hospitals. Reflective 
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practice journaling (RPJ) over six weeks provided an additional learning/development 
option for nursing staff attending the PD workshop. The research aims to develop, 
implement, and evaluate the efficacy of this approach to professional development of 
nurses in the area of caring. 
1.3 The Problem 
Currently there is little WA hospital based PD aimed specifically at supporting 
caring in nursing. At the commencement of this research there was one major 
metropolitan hospital providing a one hour one-off session at orientation of new staff 
directly on caring nursing practice. Since then, the same hospital has provided a guest 
speaker on the topic and has looked at expanding the provision of the one-off session 
beyond orientation (FSH, 2019). Other hospitals indicated that the topic may be 
covered incidentally when discussing other topics but in no instance did they say that 
caring was explicitly covered (Personal communications: Education Services, Perth 
Children’s Hospital (PCH), 2020; Safety Orgnaisational Learning and 
Development,Royal Perth Hospital (RPH), 2018, 2019; Centre for Nursing Education, 
Sir Charles Gairdner Hospital (SCGH), 2020; Learning and Development, St John of 
God Health Care (SJOGH), 2018). 
Internationally there has been a call for a return to caring in nursing as a result of 
a number of extreme organisation-wide and individual nursing caring deficits resulting 
in patient death and disability (Francis, 2013; Government of Western Australia, 
2018a). The concern is that unless caring is explicitly covered in PD, caring will be 
missed and deficits in organisation wide culture and caring nursing practice will 
continue (Francis, 2013). The literature review for this research reflects a lack of PD 
which provides theoretical and philosophical underpinnings for the application of 
caring nursing practice. The review also highlighted a lack of PD on the practical 
application of theoretical and philosophical underpinnings of caring nursing practice. 
With predicted nursing workforce shortages and funding shortfalls the efficient 
provision of PD to nurses has become a concern on the national agenda (Health 
Workforce Australia, 2012, 2014, 2015). The Council of Australian Government 
(COAG) established a National Partnership and Agreement on Hospitals and Health 
Workforce Reform in 2008. In 2012 COAG issued a paper outlining “Australia’s first 
major, long-term, national projections for doctors, nurses and midwives and presents 
the best available planning information on our future health workforce” (Health 
Workforce Australia, 2012, p. iii). The document refers to doctors, nurses and 
midwives as ‘stock’ (Health Workforce Australia, 2012, pp. 40, 41, 47, 53, & 57) in a 
‘pipeline’ where ‘supply’ of workforce stock is considered in terms of ‘flow-in’s’ to the 
pipeline and ‘flow-outs’ of the pipeline (Health Workforce Australia, 2012, p. 41). This 
market concept of supply and demand further considers in some depth the ‘training 
pipeline’ for supply, indicating different supply pipelines for doctors, medical 
specialists, midwives and nurses; however, the use of PD is not clearly articulated in 
the document. Professional development is referred to in general terms as one 
possible means of balancing stock (balance in ‘flow-in’ and ‘flow-out’) and in one 
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instance it is suggested it may be used as a reward in workforce sustainability 
strategies (Health Workforce Australia, 2014). No PD strategies are provided. 
1.4 Objectives 
To fulfil the purpose of this study the following objectives will be explored and 
addressed:  
1.  Explore the concepts and contexts of caring nursing practice. 
2.  Determine what personal, professional, organisational, and cultural factors 
might impact the extent to which a professional development program can 
support caring nursing practice in Western Australia (WA). 
3. Explore literature on the provision of educational programs on caring in 
nursing. 
4. Develop and deliver a PD program on Caring Nursing Practice that 
addresses deficits in the provision of PD programs on this topic in WA 
hospitals. 
5.  Identify and discuss the relationships between participants’ demographics, 
knowledge, perceptions, and practice of caring and nursing in WA 
hospitals. 
6. Examine the personal, professional, organisational, and cultural context of 
participants caring nursing practice and the potential impact of these 
contexts on PD programs. 
7. Determine the extent to which a PD program on Caring Nursing Practice 
can support caring nursing practice in Western Australian hospitals. 
8.  Discuss a potential need for change to the role and provision of PD 
programs in WA hospitals. 
1.5 The Justification 
WA hospitals have been subject to the same historical and modern trends and 
changes as hospitals worldwide. The changing context of nursing in hospitals in WA 
and calls for return to caring nursing practice (Francis, 2013; Hågensen, Nilsen, 
Mehus, & Henriksen, 2018), demonstrates a possible gap in the provision of PD to 
support caring nursing practice in this state. As part of quality programs WA Hospitals 
are monitoring patient feedback that highlights the absence of compassion or a caring 
manner as a major complaint category and in 2018 the WA Health Department of 
Health Patient Safety Surveillance Unit released a focus report titled: ‘Absence of 
Compassion and lack of Courtesy complaints’ (WA Health, 2018).  
At the commencement of the research process there were no hospitals in WA 
providing either formal or informal PD on Caring Nursing Practice. In 2018 one WA 
hospital began formal information sessions for all nurses at induction. By early 2019 
the hospital had expanded these sessions to be included as annual updates and 
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explored use of guest speakers on the topic (Personal communication, Nursing and 
Midwifery Education Service, FSH, 2019). 
1.6 Research Questions 
The overarching research question is: ‘To what extent can a professional 
development program support caring nursing practice in WA hospitals?’ Three sub-
questions underpin the overarching research question: 
1. What are the shared meanings of nurses and society about caring and 
nursing: personal, professional, organisational, and societal? 
2. What is the role of PD in supporting caring nursing practice? 
3. What educational content and methods should be used in PD on caring for 
nurses? 
1.7 Research Design and Methods 
The research design and methods were informed by the research questions. 
Mixed methods were chosen as mixing quantitative and qualitative methods is said to 
increase the trustworthiness (Creswell & Creswell, 2018) and provide a depth of 
understanding (Hesse-Biber, Nagy, & Burke, 2015). Mixed method research has been 
shown to be capable of rigour (Onwuegbuzie & Corrigan, 2014). 
Pragmatism is a philosophical view which allows for focus on the research 
problem and how best to solve it (Creswell & Poth, 2018; Hesse-Biber et al., 2015; 
Tashakkori & Teddlie, 2010). The pragmatic view of research employed in this study is 
suited to mixed methods research in education (Dewey, 1959). It enables the 
combination of both qualitative and quantitative methods (Creswell, 2011) for studies 
which examine real life questions in context and it “parallels everyday human problem 
solving” (Tashakkori & Teddlie, 2010, p. 273).  
Two data collection tools were used: (1) a survey which included qualitative and 
quantitative components and (2) an optional on-line reflective practice journaling (RPJ) 
after the Master Class which provided additional qualitative data. Further to support 
addressing the research questions a comprehensive review of the literature was 
undertaken. This assisted the researcher to form an understanding for the PD, what 
constitutes caring and what factors have an impact on the extent to which a 
professional development program can support caring. 
1.8 Chapter Summary 
The ability of nurses to maintain and enhance nursing standards and the quality 
of nursing care is said to be reliant on the provision of PD (Nursing and Midwifery 
Board of Australia, 2016). The literature will show that cultural, professional, 
organisational, and personal factors have an impact on the potential effectiveness of 
PD. With increasing demands for a return to caring nursing practice there has been a 
renewed focus on the role of PD in supporting caring nursing practice. In WA while 
there are requirements to provide leave for CPD and report on CPD, there is no 
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statutory or industrial requirement that hospitals provide such CPD themselves. A PD 
program on caring nursing practice was developed to address recognised needs and 
gaps in the provision of PD for WA hospital nurses on this topic. 
This thesis comprises of nine chapters. Chapter 1 provides background 
information on the research topic. The chapter contextualises the research question in 
relation to Australian and international continuing professional development (CPD) on 
caring nursing practice. Chapter 2 provides an overview of the local context of PD and 
caring nursing practice. Chapter 3 provides a review of the literature related to the 
topic. Chapter 4 outlines the research methodology including: the role of mixed 
methods research and its application to PD research, method of data collection, 
analysis used and the implementation phases of the research. It also reviews the 
research methodology and new knowledge gained from this research. Chapter 5 
provides survey data findings and analysis. Chapter 6 provides findings and analysis 
of data from the reflective practice journaling. Chapter 7 compares findings from the 
two previous chapters. Chapter 8 provides discussion related to findings against the 
literature and Chapter 9 provides comment on implications and recommendations 
emerging from this research.     
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Chapter 2: THE WA HEALTH CARE CONTEXT 
An introduction to the Western Australian (WA) context of hospital care will be 
provided prior to proceeding to a review of the literature. 
2.1 Location and Size of the WA Health Care System 
Australia is a sovereign country comprised of the mainland of the Australian 
continent, the island state of Tasmania and numerous smaller islands. It is the largest 
country in Oceania a geographic region comprised of: Australasia, Melanesia, 
Micronesia, and Polynesia. Western Australia comprises the western third of the 
continent (Australian Government, 2020). 
2.1.1 National 
Australia (Figure 2.1) is divided into 6 states and two territories. Western 
Australia (WA) comprises 2,529,875 square kilometres (976,790 sq. mi). The capital 
city Perth is one of the most remote major capital cities in the world and 76% of the 
state’s population of 2.6 million people live in the greater metropolitan region.  
 
Figure 2.1 Australia, state of Western Australia and capital city Perth (Free 
World Maps, 2020) 
When Australia is compared with the United States of America (excluding the 
state of Hawaii) the scale of the land mass can be seen (Figure 2.2).  
 
Figure 2.2 Comparison of land mass of USA and Australia 
(Mercator Projection, 2018) 
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2.1.2 State 
WA is the 2nd largest area in the world covered by a single public health authority 
which is called ‘WA Health’. The greater metropolitan region is comprised of five board 
governed health services which were established under the WA Health Service Act 
2016. The remainder of the state is governed by WA Country Health Service - the 
largest rural and remote health service in the world covering all of the state with the 
exception of the greater metropolitan region (refer Figure 2.3). The Health Services 
deliver primary, community and hospital based universal care to the WA population, 
although the WA Health system largely focuses on acute care (Government of 
Western Australia, 2019b, p. 3). 
 
Figure 2.3 WA Health Services (WA Country Health Service Map) 
WA Health has 80 hospitals with three hospitals being managed under a public-
private partnership (WA Health, 2019a). Hospitals in WA are categorised as tertiary 
hospitals (teaching) N=6, general hospitals (non-teaching) N=4, specialist hospitals 
(non-teaching) N=2, country hospitals spread across seven country regions, and 
private public partnership hospitals (WA Health, 2019b) N=3 with two being located in 
the greater Perth area (WA Health, 2019b). The Perth Children’s Hospital is the only 
paediatric specialist teaching hospital in the state.  
Western Australia’s health system is a mix of services provided by the Federal 
and State Governments and private healthcare providers (WA Health, 2019c). People 
may elect to attend a public hospital as public or private patient. Australia has free 
universal coverage for public hospital care. Public patients in a public facility holding 
an Australian Medicare card are eligible for free health care which includes 
accommodation, surgery, medications, and other hospital service (WA Health, 2019c). 
People currently entitled to Medicare in Australia include: Australian and New Zealand 
citizens living in Australia or an Australian dependency island; people who have 
applied for a permanent visa or hold a permanent visa; visitors to Australia and 
children adopted from overseas (Australian Department of Human Services, 2019). 
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People having private insurance are eligible for private health care in a private hospital 
or private health care in a public hospital. Private health care in a public hospital 
entitles the patient to select the doctors and specialists who will treat them. This is not 
the case for public patients (Australian Department of Human Services, 2019). 
2.2 Escalation of Patient Care Across WA 
Escalation of care from a hospital to another public hospital across the 
metropolitan area is governed by the specialty required as some specialities are only 
delivered at certain hospitals and bed availability. Escalation of public care from 
country WA to metropolitan WA is governed by area of specialty, bed availability and 
mode of transport in conjunction with acuity level of the patient. Country patients may 
be transported by road or air ambulance. Air transport within 100 kilometres of Perth is 
generally via helicopter to a receiving hospital with a helipad. The Royal Flying Doctor 
Service uses fixed winged aircraft to transport patients from rural and remote country 
WA to Jandakot Airport where they are then transported via ambulance to the 
appropriate receiving city hospital (RFDS, 2020). 
2.3 Nursing Workforce 
Figures vary slightly depending on source and the way in which figures are 
complied. For example, Health Workforce Data published by the Commonwealth 
Department of Health places 2015 nursing workforce numbers at 306,487 and 2017 
nursing workforce numbers at 323,122 (Department of Health, 2019b). These differ 
slightly from figures provided by the Australian Institute of Health and Welfare (AIHW): 
There were over 360,000 nurses and midwives registered in Australia in 
2015. Of this total, over 305,000 were employed in nursing or midwifery, 
working an average of 33.5 hours per week. Among those employed, 9 in 
every 10 nurses and midwives were women. (Australian Institute of Health 
and Welfare, 2019, p. 31) 
Both the Commonwealth Department of Health and the AIHW are Australian 
government bodies even though figures published in the same year are different. The 
distribution of nurses across Australia shows that: 
In 2001, 65% of nursing workers lived in Major Cities, compared with 22% in 
Inner Regional areas, 10% in Outer Regional and the remaining 2% in 
Remote and Very Remote areas. (Australian Bureau of Statistics, 2005, p. 
12) 
The nursing profession in Australia is largely female (91%), (NMBA, 2020); 
however, there are significant differences between male and female nurses in terms of 
type of employment and career development and advancement opportunities 
(Australian Bureau of Statistics, 2005, 2009). There is an increasing disparity in pay 
between male and female nurses. For example, male midwifery and nursing 
professionals earned $1,759.40 per week on average compared with female 
counterparts who earned $1,611.40 (Faststaff, 2016). 
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The proportion of female part-time nursing workforce has risen. Over a fifteen 
year period from 1986 to 2001 part-time nursing rose from 27% to 47%. The increase 
in part-time workforce of the health sector has been the single largest increase across 
any field of employment in Australia (Australian Bureau of Statistics, 2005). The 
choice of working part-time is directly linked to child rearing arrangements with women 
in Australia predominantly taking the part-time role in dual parenting families and in 
single parent families (Australian Bureau of Statistics, 2005, 2009; NMBA, 2020). 
Australia has a national registration system for health professionals which is 
governed by the AHPRA. There are two divisions of nurses: Division 1 Registered 
Nurse and Division 2 Enrolled Nurse (AHPRA, 2019c). Within Division 1 Registered 
Nurses may register as either Midwives or Registered Nurses depending on their 
educational preparation. In Western Australia training for all Division 1 nurses now 
occurs at universities while training for Divisions 2 nurses occurs at Technical and 
Further Education (TAFE) Colleges or their equivalent (North Metro TAFE, 2020). 
Standards for nursing registration, including PD standards, are governed by the 
NMBA (Nursing and Midwifery Board of Australia, 2016) one of a number of national 
boards making up AHPRA (AHPRA, 2019c) and supported by a union of nurses, the 
Australian Nursing and Midwifery Federation (ANMF) (ANMF, 2016). 
WA Health employs 44,000 public sector staff across the state (Department of 
Health, 2019b). The health workforce in Western Australia is employed across a 
variety of health delivery models: public health care, private health care and public-
private health care. Nurses form one of the professional groups comprising the health 
workforce across sectors in WA (Department of Health, 2019b). They are employed 
across all areas of health care with the two main areas being hospital (general & 
midwifery), and mental health hospitals. 
2.4 Nurse Education Service Models in WA Hospitals 
The provision of PD in hospitals is managed by Nurse Education Services. There 
are three Nurse Education Service (NES) models in the WA hospital context (Figure 
2.4): 
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Decentralised 
 
Combined 
 
Figure 2.4 WA Nurse education service models 
(Keane & Alliex, 2018, pp. 202, 203 & 204). 
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It should be noted that a fully centralised model which includes full line 
management of clinically based junior educators by senior educators does not exist in 
WA hospitals. One of the weaknesses of the current centralised model is reported to 
be “the potential conflict of junior nurse educators having two bosses” (Keane & Alliex, 
2018, p. 207). Even so, the research shows that a centralised model “delivers 
significant advantages over decentralised and combination models” (Keane & Alliex, 
2018, p. 202). Including: 
1. Has more senior educators involved in the selection and education of junior 
educators. 
2. Requires educators to undertake less duties outside their role. 
3. Gives educators a more organisational-wide view. 
4. Makes educators feel less isolated. 
5. Allows for more continuous awareness of learning deficits at ward level. 
6. Uses less junior educators to fill staffing deficits. 
7. Allows more autonomy. 
8. Is more supportive of junior educators by senior educators. 
9. Supports more consistency of training across the organisation. 
10. Has more coordinators as members of the executive/high-level committees 
(Keane & Alliex, 2018, p. 210). 
Centralised model characteristics include, “being autonomous, delivering service 
to the whole hospital, having core values and direction and having a clear voice within 
the organisation” (Keane & Alliex, 2018, p. 206). In addition, centralised models 
support nursing education as a discipline by providing a clear career pathway for 
educators and by providing a close collegial relationship which supports the 
development of education specialists (Keane & Alliex, 2018). These are 
characteristics which could lend themselves to supporting organisation wide caring 
nursing practice and PD on caring.  
In Australia NES activities which support their goals include  
1. Conduct training needs analysis.  
2. Maintain training records for external and internal accountability and 
compliance including accreditation.  
3. Liaise with universities and provide undergraduate and post-graduate 
student placements.  
4. Support research and external presenters, and,  
5. Provide education programs including: graduate RN programs, orientation 
and mandatory training, clinically based in-service education for upskilling of 
staff and training in the use of new equipment or government requirements 
due to changes in the use of technology, additional education support for 
changes in organisational values, organisational cultural, organisational re-
design, and organisational change or service re-design (Keane & Alliex, 
2018). 
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2.5 Provision and Funding of CPD  
Nurses working in WA hospitals may access funded or unfunded CPD in order to 
meet the minimum 20 hours CPD required by AHPRA for annual registration to 
practice in Australia. There is no legislated requirement for hospitals to support CPD 
beyond the provision of leave. Even so, most hospitals indicated support for funded 
CPD leave for nurses (FSH, 2019; RPH, 2018; SCGH, 2020). 
Hospital funded CPD generally requires appropriate leave approval. Hospitals 
may fund CPD by covering attendance fees and/or provide leave to attend CPD. 
Alternatively; nurses may choose to attend unfunded CPD outside of hospital leave 
entitlements. That is to say, they can independently choose to attend any CPD (either 
at the hospital or externally) without leave if they fund that CPD themselves. This 
means nurses cover any fees and attend in their own time (FSH, 2019; RPH, 2018; 
SCGH, 2020). 
Provision of CPD which takes place at the hospital may be provided by the 
hospital or by an external provider, as outlined in Figure 2.5. External providers using 
hospital facilities generally charge for the provision of CPD. 
 
 
Figure 2.5 WA CPD funding options 
 
2.6 Reporting of CPD 
Reporting requirements vary according to legislative, professional, external 
accreditation reporting and internal hospital reporting requirements. 
2.6.1 Legal and professional requirements 
Some industrial awards require hospitals to provide a quarterly report on 
utilisation and accrual of CPD leave: 
(8) The Employer will provide to the Federation on a quarterly basis 
information on the accrual and utilisation of professional development leave 
in the preceding period. The information provided will be in a form which 
enables the Federation to establish the patterns of utilisation at both an 
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individual health service level and a whole of health level. (Western 
Australian Industrial Relations Commission, 2016, p. 90) 
In this instance there is a requirement that quarterly reporting to the Australian 
Nursing and Midwifery Federation (ANMF, 2016) occurs in line with the legislation 
above. This is also in line with ANMF policy on CPD. After personal communication 
with Federal and State branches of the ANMF and with hospitals this researcher was 
unable to ascertain whether reporting occurs (Appendix 1 Personal communication). 
2.6.2 Hospital accreditation and CPD 
Australian hospitals must be accredited under the Australian National Safety and 
Quality Healthcare Standards (The National Standards). The National Standards were 
developed in 2011 by the Australian Commission on Safety and Quality in Healthcare 
(the Commission) to “protect the public from harm and improve the quality of health 
care provision” (Australian Commission on Safety and Quality in Healthcare, 2018). 
There is no requirement for hospitals to use any specific accrediting agency either 
within government or between public and private sectors (Australian Commission on 
Safety and Quality in Healthcare, 2018); however, approved agencies must be 
accredited by an internationally recognised body (such as the International Society for 
Quality in Health Care) before being approved to asses health services (Australian 
Commission on Safety and Quality in Health Care, 2017).  
The National Standards are broad in terms of CPD provision, only mentioning 
CPD in the context of other matters such as: orientation to safety and quality training; 
incorporation of information from performance reviews into training systems; education 
and training which supports credentialing and scope of clinical practice; supporting 
workforce roles in terms of safety and quality; supporting the delivery of evidence 
based care; changing systems to support variations in clinical outcomes (Australian 
Commission on Safety and Quality in Health Care, 2017).  
2.6.3 Internal hospital reporting requirements 
Internal reporting requirements are generally linked with meeting budgetary, 
accreditation and legal requirements. The NES liaise with appropriate departments 
within hospitals to provide reporting relevant to data which is to be collected. There is 
no standardisation across the state. There is no government committee such as exists 
for other aspects of care (Australian Government: Department of Health, 2020). 
2.7 Chapter Summary 
In summarising the chapter, it can be seen that although WA is large and 
remote, it has a well organised free universal public health care system providing a 
complete range of care across health services, and a system for escalation of care. 
WA has a diverse nursing population which is reflective of international trends in its 
part-time and gender distribution.  
Australia has a national registration system for nurses and requires an annual 
minimum of 20 hours CPD for registered nurses. Meeting this requirement is the 
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nurses’ responsibility. Industrial reporting requirements are not met, and no 
government committees or groups meet in this field or practice. 
WA hospitals provide a mix of funded and unfunded CPD designed to support 
registration, professional, and legal obligations. Three models of Nurse Education 
Services (NES) are utilised in WA. NES manage hospital provision and reporting of 
hospital nursing CPD; however, nurses themselves hold the responsibility of meeting 
annual requirements for minimum CPD hours for annual reregistration irrespective of 
hospital responsibilities.   
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Chapter 3: LITERATURE REVIEW 
And to nurse—that is … a field, a road, of which one may safely say: There is 
no end-no end in what we may be learning every day (Nightingale, 1872) 
 
3.1 Introduction  
This research responds to a call for action to support caring nursing practice. 
The aim of the research is to determine the extent to which a continuing professional 
development program can support caring nursing practice in WA hospitals. This 
chapter will continue to describe the literature relevant to this question. The literature 
review provides an introduction and description of the four theoretical underpinnings 
used in the research and discusses the principles of Continuing Professional 
Development (CPD) in relation to the literature. A conceptual framework of the four 
theoretical underpinnings is used to guide the literature review in order to provide the 
foundation for the development of a CPD program on caring nursing practice. 
3.2 Literature Review Methods 
The literature review in relation to CPD on caring nursing practice involved 
searching Cumulative Index to Nursing and Allied Health Literature (CInAHL), 
Medline, PubMed and Ovid, and Science Direct. Also searched were JSTOR, EBSCO 
and Education Resource Information Centre (ERIC). Key words and phrases included 
‘nursing’, ‘caring’, ‘continuing professional development/education’, ‘ongoing 
professional development/education’, ‘epistemology’, ‘program evaluation’, ‘teaching’, 
‘learning’, ‘critical thinking’, ‘praxis’, ‘change’, ‘patient outcomes’, ‘health care system’, 
and ‘culture’. Government directories were searched for Australian nursing registration 
requirements, nurses’ agreements, and industrial awards. The search was used to 
clarify the context, current use, and availability of CPD for nurses in WA hospitals. 
3.3 Organisation of the Chapter 
The literature review is necessarily detailed in order to provide a comprehensive 
review of the literature pertaining to the context of caring nursing practice and the 
provision of education for nurses. There is controversy about what constitutes caring 
nursing practice. Also, theoretical approaches to nursing and education in this field are 
continuing to evolve. When there is “truth of a controverted topic” it is suggested that 
there be a thorough and “as wide a survey as finitude allows” (Colapietro, 2016, p. 6). 
The chapter therefore provides a review of literature in order to support the study to 
answer the research question: ‘To what extent can a professional development 
program support caring nursing practice in WA hospitals?’ and the sub-questions. 
1. What are the shared meanings of nurses and society about caring and nursing: 
personal, professional, organisational, and societal? 
2. What is the role of PD in supporting caring nursing practice? 
3. What educational content and methods should be used in PD on caring for 
nurses? 
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Literature from four theoretical perspectives were reviewed: philosophy, nursing, 
sociology, and education with the understanding that these theoretical perspectives 
form a synergistic approach. There were two focuses to the literature review (1) caring 
nursing practice and (2) PD as a component of nursing education, in WA hospitals. In 
covering both aspects the literature review included: an overview of the philosophical 
basis for both education and caring; an exploration of the concepts of nursing and 
caring – including theoretical debates on the purported link of the two concepts; an 
overview of literature contextualising both education and caring nursing practice; an 
exploration of education foundations as they relate to the development of CPD 
education. The literature review also provided a review of factors which affect the 
provision of CPD to nurses in WA and lastly it presents a review of current energetic 
international debates regarding the philosophical foundation for CPD on caring to 
nurses. 
3.4 Conceptual Framework 
The conceptual framework is used to guide the literature review in relation to the 
research sub-questions. Four theoretical underpinnings will be explored as displayed 
in the diagram below, Figure 3.1. The theoretical underpinnings support the 
systematic ordering of information and provide a framework for clear statements of 
assumptions and criteria against which further analysis and research may be 
conducted (Brady, 1983).  
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Figure 3.1 Conceptual framework for research and literature review 
Each of the theoretical underpinning was seen a relevant to the development of 
an educational programme for nurses. Each presented the opportunity to guide the 
research through focus questions: from philosophy the epistemological question (1) 
What is knowledge?; from nursing (2)  What is caring?;  from sociology (3) What 
impacts caring in hospitals?; and from education (4) What is effective CPD? 
Clearly, these are not stand alone questions.  Each of the questions relates to 
each other.  There are sub-questions at the interface of each of the theoretical 
underpinnings (Figure 3.1 above).  In order to further focus the literature the sub-
questions form the conceptual framework have been distilled to three research sub-
questions: 
1. What are the shared meanings of nurses and society about caring and nursing: 
personal, professional, organisational, and societal? 
2. What is the role of PD in supporting caring nursing practice? 
3. What educational content and methods should be used in PD on caring for 
nurses? 
Each of the theoretical underpinnings is important. Each provides a unique 
theoretical perspective which when taken in concert with the others broadens and 
deepens the theoretical basis for answering the research question and sub-questions.    
Following an overview of the four theoretical underpinnings the literature review 
will outline the principles of PD and identify current gaps in the provision of PD 
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programs to support caring nursing practice in WA hospitals. This will include a review 
of international and national programs provided to hospital nurses and a review of key 
guiding documents. The literature review will conclude with a review of literature 
pertaining to an international debate on what constitutes legitimate knowledge and 
research in the field of caring nursing practice. 
3.5 Four Theoretical Underpinnings  
This section will explore the literature on theories behind the four theoretical 
underpinnings outlined in the conceptual framework: philosophy, sociology, nursing, 
and education. Firstly, a brief overview of the philosophical question ‘What constitutes 
knowledge?’ Secondly an overview of the literature pertaining to nursing and caring 
are explored in order to answer the nursing philosophy question ‘What do we know 
about caring?’ Thirdly sociology theories will be overviewed so that comment may be 
made on the nursing sociology question ‘What are the culturally shared meanings 
about caring?’ Fourthly education theories will be overviewed to determine the nursing 
education sociology question ‘What is the role of PD in supporting caring’? and, the 
nursing education philosophy question ‘What educational content and methods 
support critical enquiry about caring in nursing’?  
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3.5.1 Philosophy 
 
For the purpose of this research the definition of philosophy is drawn from Greek 
language (φιλοσοφία, philosophia,) and is understood to mean the "love of wisdom” 
although the definition is contestable (Hospers, 1967). Interestingly a definition of the 
word wisdom or sapience (an old French word for wisdom) means the ability to think 
and act using experience, common sense, knowledge, and insight (Dadosky, 2014). 
Towards this end the field concerns itself with the clarification of ‘concepts’ such as 
existence, reality, truth, justice and knowledge (Hirst, 1973). In nursing this approach 
was to find expression in epistemological and ontological assumptions about caring 
and nursing (Turkel, Watson, & Giovannoni, 2018).  
3.5.1.1 Philosophical enquiry 
Literature on philosophical enquiry is considered from two perspectives. First as 
it relates to the literature review process and second as it related to reasoning and 
critical thinking in nursing education. Philosophical enquiry requires reasoning and 
critical thinking skills (Chenoweth, 1998). Reasoning may be: (1) abductive reasoning 
which draws the simplest most likely assumption about an observation (2) deductive 
reasoning which draws its conclusions from the logic of an argument for example: 
nurses care, I am a nurse, and therefore I care and (3) inductive reasoning which 
draws conclusions from a pattern that is related to a structure.  For example, caring in 
hospitals takes time, the amount of time nurses spend with patients in hospitals has 
been dramatically reduced therefore caring in hospitals has been dramatically reduced 
(Dahnke & Dreher, 2011). Conclusions may not always be true. 
Complex reasoning requires critical thinking skills which allow analysis of facts 
and concepts to arrive at a conclusion. Critical thinking requires logical reasoning or 
problem solving (abducting, deductive and inductive) and "cognitive acts such as 
imagination, conceptual creativity, intuition and insight" (Walters, 1994, p. 63). 
Until recently it was thought that higher education develops critical thinkers and 
that critical thinking is one of the most important lifelong reasoning skills that can be 
taught (Morrall & Goodman, 2013). Research across the US using CAL+ (an 
Philosophy 
What is knowledge? 
23 
assessment of college critical thinking skills) (Blake Education, 2019), shows that 
higher education has failed to develop critical thinkers (Belkin, 2017). Instead there is 
a predominance of heuristic reasoning (abductive); that is, how student’s access 
information based on previous similar experience to arrive at a ‘good enough’ fit for 
current situation. This was considered a higher education failing; however, arriving at 
decisions based on shortened thinking processes is often more effective and accurate 
than weighing up all possible alternatives to arrive at a conclusion (Gigerenzer & 
Gaissmaier, 2011). For example, in answer to the question ‘Was that a caring action?’ 
most nurses would be able to say either ‘yes’ or ‘no’ with reasonable certainty within a 
short space of time. This form of binary decision making based on previous 
information can be useful; however, it does not instil lifelong processes that are 
suitable to envisioning new concepts or to critically analysing old ones that no longer 
work (Morrall & Goodman, 2013). 
The deficit in critical thinking skills in higher education students is mirrored in 
some of the more common deficits in research literature (Belcher, Rasmussen, 
Kemshaw, & Zornes, 2016; Hanssen, Jørgensen, & Larsen, 2018). 
3.5.1.2 Epistemology 
Epistemology is the theory of knowledge. It is particularly relevant to this 
research into the provision of PD on caring nursing practice because it is important to 
consider: what constitutes knowledge about caring, what are the origins of that 
knowledge, (society, individual perception, introspection, memory, reason – including 
research etc.,), what types of knowledge can be considered - revealed, authoritative, 
intuitive, rational, and empirical (Kneller, 1964), how is knowledge acquired 
(unconsciously, sub-consciously, consciously), what knowledge can legitimately be 
included in a PD program and how these questions and the answers to the questions 
might have an impact on the selection of PD content and teaching and learning 
strategies (University College Dublin—Teaching and Learning, 2017). 
For the purpose of this research, knowledge is understood to exist intrinsically 
and extrinsically to the individual (Flannery, 2017; Vatansever et al., 2017). Intrinsic 
knowledge is assumed to be innate knowledge linked to the existential and physical 
aspect of personhood. Extrinsic knowledge may be acquired by the individual (Hoefer, 
2016). Various theories may be used to describe knowledge accessible to the 
individual and amenable to teaching and learning. 
There are numerous ways to group branches of epistemological theory. Several 
branches may be considered in relation to the development of a PD program on 
caring. They include:  
1. Empiricism: the theory that knowledge is based on information from the senses. 
(Stanford University, 2018). For example - The nurse comforted her when she 
was crying; the nurse demonstrated caring nursing practice therefore this 
clinical competency has been met (Attard, Baldacchino, & Camilleri, 2014). 
24 
2. Idealism: the theory that some knowledge is to a greater or lesser extent innate 
(intuition and transindentalism) (Stanford University, 2018). For example- 
Women know how to care; they make great nurses. Women should be taught 
caring nursing practice (Nightingale, 1860b). 
3. Rationalism: contends that empirical, theoretical, and abstract knowledge can 
be combined (Stanford University, 2018). For example - I was comforted by a 
male nurse therefore I guess that men also know how to care and can make 
good nurses. Men should be taught caring nursing practice (Whittock, Edwards, 
McLaren, & Robinson, 2002). 
4. Constructivisim: the theory that knowledge is a composite of human made 
constructions (Stanford University, 2018). For example - She came from a 
loving caring family and learnt how to care from them. They taught her to be 
patient and empathetic and loving but we don’t have time for that now. We 
need to teach her to be quickly caring (Katz, 2006; Ozcan, Wogen, & Mau, 
1998). 
5. Pragmatism: knowledge is interpreted in terms of its practical use. In such a 
theory values such as caring are dependent upon their practical use at a 
particular time in history (Baert, 2004). For example - We know that caring is 
correlated with better patient outcomes - reduced patient stay and reduced staff 
turnover which in turn results in more cost effective health care so we need to 
find a way to enhance caring (Government of Western Australia, 2018b). 
6. Scepticism: a theoretical perspective which deals with all knowledge with 
uncertainty and questions whether truth / knowledge is knowable (Baert, 2004; 
Hirst, 1973; Kneller, 1964). For example - The nurse comforted him when he 
was crying and appeared to demonstrate caring nursing practice but how do I 
know this wasn’t an act? Does caring require more that acting in a particular 
way? How do we teach nurses to care – is it even possible? (Alpers et al., 
2013). 
Each of these approaches has its place in determining what we can know about 
caring and nursing and how that knowledge may be used to develop a PD program on 
caring nursing practice. When developing such a PD program questions about the 
nature of caring and nursing must be asked. Questions such as: What is caring? How 
do we know that this is caring and how did we come to this understanding? Is 
Nightingale’s 1860’s definition relevant in the 2020’s and beyond? Is there a practical 
application to knowledge about caring? And, most importantly: Is there a possibility 
that our assumptions about caring and nursing may be wrong? 
The concept of scepticism (Hirst, 1973) lends itself well to the development of 
nursing PD programs because nursing and nursing education have a recent history of 
large system changes which are usually associated with questions and changes in 
perception about key concepts. Scepticism lends itself to ongoing critical analysis of 
our knowledge and assumptions (Hirst, 1973). It is an important approach and one 
that leads to useful insights.  
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3.5.1.3 Metaphysics & ontology 
Ontology is a sub theme of metaphysics. It is the study of whether specific 
phenomenon actually exists. It tries to answer questions such as: ‘What is caring 
nursing practice?’ Metaphysics is the branch of philosophy dealing with reality and 
asks questions such as: What is the relationship between thought about caring and 
caring action?  
In summary the literature shows that philosophy asks important questions about 
the nature of knowledge – what it is, how we know what we known, how it is taught, 
and what its purpose in life is. Philosophical considerations have an impact on the 
research paradigm and methodological approach (Dahnke & Dreher, 2011). 
This concludes a rudimentary overview of the literature in order to provide a 
foundation for further exploration of the research question. These concepts are dealt 
with across the literature review as they arise in relation to the research question in 
this and subsequent chapters. 
3.5.2 Nursing 
In order to teach nurses about nursing it is important to first have an 
understanding of what nursing is and how it is contextualised. This section of the 
literature review first investigates nursing as a concept and then summarises current 
literature on theories about caring in nursing.  
3.5.2.1 Nursing as a concept 
It is difficult to define nursing because there are ambiguities and questions 
related to its role and function within health and society (Smith, 2012). Concept 
analysis can provide guidance when a concept of interest does not have sufficient 
literature, is vaguely defined, or is not understood clearly or when literature and 
research do not match (Foley & Davis, 2017). Definition requires inquiry into the truth 
of what nursing is in order to determine whether a PD program on caring is relevant to 
Nursing 
What is caring nursing practice? 
 Nursing as a concept 
 Contextualising nursing as 
caring 
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nursing. Definition is at the heart of justification (Miller, 1980), for if caring is central to 
nursing then providing a PD program on caring nursing practice to nurses is justified. 
Nursing is said to:  
encompass autonomous and collaborative care of individuals of all ages, 
families, groups and communities, sick or well and in all settings. Nursing 
includes the promotion of health, prevention of illness, and the care of ill, 
disabled and dying people. Advocacy, promotion of a safe environment, 
research, participation in shaping health policy and in patient and health 
systems management, and education are also key nursing roles. 
(International Council of Nurses, 2002) 
A nurse is:  
a person who has completed a program of basic, generalized nursing 
education and is authorized by the appropriate regulatory authority to 
practice nursing in his/her country. Basic nursing education is a formally 
recognized program of study providing a broad and sound foundation in the 
behavioural, life, and nursing sciences for the general practice of nursing, for 
a leadership role, and for post-basic education for specialty or advanced 
nursing practice. The nurse is prepared and authorized (1) to engage in the 
general scope of nursing practice, including the promotion of health, 
prevention of illness, and care of physically ill, mentally ill, and disabled 
people of all ages and in all health care and other community settings; (2) to 
carry out health care teaching; (3) to participate fully as a member of the 
health care team; (4) to supervise and train nursing and health care 
auxiliaries; and (5) to be involved in research. (International Council of 
Nurses, 2002) 
Once again caring is implied but not explicitly defined. The definition above could 
be used to define any of the health professions by merely substituting the word nurse 
for the appropriate field, for example medical practitioner or doctor: 
The doctor is a person who has completed a program of basic, generalized 
medical education and is authorized by the appropriate regulatory authority 
to practice medicine in his/her country. Basic medical education is a formally 
recognized program of study providing a broad and sound foundation in the 
behavioural, life, and medical sciences for the general practice of medicine, 
for a leadership role, and for post-basic education for specialty or advanced 
medical practice. The doctor is prepared and authorized (1) to engage in the 
general scope of medical practice, including the promotion of health, 
prevention of illness, and care of physically ill, mentally ill, and disabled 
people of all ages and in all health care and other community settings; (2) to 
carry out health care teaching; (3) to participate fully as a member of the 
health care team; (4) to supervise and train medical and health care 
auxiliaries; and (5) to be involved in research. 
These definitions don’t provide much clarity when trying to determine the 
essence of what nursing is. The nursing literature suggests: the aim of nursing 
“emphasize(s) the whole person and focus on health and illness, not disease entities”, 
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is “a unique health profession different from the medical profession” (Carpenito & 
Duespohl, 1985, p. 11) and care is seen as the “central, dominant and unifying feature 
of nursing” (Leininger, 1988, p. 152). In defining nursing therefore we can see that it is 
different from other professions in its caring relationship to patients (Ray & Turkel, 
2015; Watson, 2019). There has been controversy over the years about the use of the 
word ‘patient’ (Costa, Mercieca-Bebber, Tesson, Seidler, & Lopez, 2019) and whilst 
acknowledging the debate the word patient will be used here as it is commonly 
understood and used within the hospital context.  
Caring and its relationship to modern nursing is linked historically through the 
foundations laid down by Florence Nightingale (O’Connor & Robertson, 2003) in her 
numerous publications. These foundations provide an holistic approach to nursing 
care (Dossey, 2005). Florence Nightingale was very specific about what it was that 
nurses did and how they ought to approach their work.  
When the head and the hands are very full, as in Nursing, it is so easy, so 
very easy, if the heart has not an earnest purpose for God and our 
neighbour, to end in doing one’s work only for oneself, and not at all--even 
when we seem to be serving our neighbours--not at all for them or for God. 
(Nightingale, 1872) 
It would be easy to dismiss this statement based on its apparent spiritual fervour 
but at a deeper level her comment relating to service to others is quite profound. This 
‘service’ of nursing is a service whether or not it is done with the heart. It’s what is in 
the heart that appears to make the difference both to patients and colleagues. 
Nightingale (1872) goes on to say: “Ward management is only made possible by 
kindness and sympathy. And the mere way in which a thing is said or done to patient, 
or probationer, makes all the difference”. 
In order to fully understand nursing, therefore, there needs to be an exploration 
of what is considered to be the central concept of nursing: caring. Caring has been 
shown to have a direct impact on patient outcomes (Irurita, 1999); its absence 
negatively affects patient outcomes (Betcher, 2010; Fagestrom, Eriksson, & Ingegerd, 
1999; Nelson, 2011); caring is seen to bring meaning and dignity to nursing (Watson, 
2007); and its absence negatively affects retention of nursing staff (Eastburg, 1994; 
Nelson, 2011), and workplace environment (Linette & Sherman, 2014). An inability to 
care is reported as one of the major reasons for nursing staff attrition (Reeves, West, 
& Barron, 2005). 
3.5.2.2 Contextualising nursing as caring 
The terms caring and nursing are often seen as inexorably linked. The concept 
of caring is said to be central to the activity of nursing (Hegedus, 1999; Watson, 2017). 
However, there have been an increasing number of appeals, to return to caring in 
nursing (Basford & Slevin, 2003; Boykin et al., 2003) indicating that perhaps the two 
terms are not as closely linked as first appears.  
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Understanding the concept of caring is essential to the development of a PD 
program on caring aimed at supporting nursing because there are ambiguities about 
its centrality and value to nursing. If for example the literature were to demonstrate 
that caring is not central to nursing, there would be no justification in providing a PD 
program to nurses on caring. Justification is a rational means of supporting a claim 
and removing reasonable doubt. 
Three approaches will be used to come to an understanding of the concept of 
caring as it is presented in the literature: (1) examining the origin of words and 
concepts; (2) definitions and inventories, and (3) theories. These three approaches 
are not mutually exclusive. 
3.5.2.2.1 Etymology of caring 
Firstly understanding the origin of the words and concepts and their modification 
over time provides insights into the context of caring which has been described as “the 
everydayness of practice [where]… in the everyday world of practice, caring remains 
hidden from view” (Arndt, 1992, p. 285). Table 3.1 provides a summary of definitions. 
Table 3.1 Etymology of the word care 
 Etymology of the word care 
Late Old English ‘concern, anxiety caused by apprehension of evil or the weight of many burdens’ 
https://www.etymonline.com/word/care 
Old Saxon ‘Kara sorrow’ https://www.etymonline.com/word/care 
Old Norse ‘kǫr sickbed’ https://www.etymonline.com/word/care 
Proto Germanic ‘*karō lament; grief, care’ https://www.etymonline.com/word/care 
Old High German  ‘chara wail, lament’ https://www.etymonline.com/word/care 
Gothic ‘kara sorrow, trouble, care’ https://www.etymonline.com/word/care  
Modern 
 
‘compassionate, attentive to the weak, sick’ 
https://www.etymonline.com/word/caring  
‘look after and provide for the needs of 
feel concern or interest; attach importance to something 
like or be willing to do or have something 
feel affection or liking’ https://www.google.com.au/search?ei=-
oGZXIn2D5e5rQGflLiQDw&q=etymology+of+caring&oq=etymology+of+caring&gs_l=psy-
ab.3..0i22i30l4.4146.7005..7179...0.0..0.246.3988.2-18......0....1..gws-
wiz.......0i71j0i131j0i131i67j0j0i67j0i10.VsSm3U4di1g 
Modern derivation said not to be from the word cura 
Latin Cura – OED emphasizes that it is in ‘no way related to L. cura’ 
https://www.dictionary.com/browse/caring 
Modern use of the word ‘cura’ in Latin based languages 
Spanish Cura = cure 
Italian Cura = care   
 
The etymology of the word shows reasonable consistency as an affective 
domain normally associated with illness, dying and death. In modern times one 
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meaning has become associated with looking after the ‘weak or sick’. Distinction has 
been made between care and cure; however, the difference is not clear cut. 
3.5.2.2.2 Caring definitions and inventories 
Research into measurement - quantification or qualification of caring in nursing 
has produced a number of instruments which are said to capture caring capacity, 
efficacy and competency (Coates, 1997; Kalkim, Sagkal Midilli, & Daghan, 2018; Reid, 
Courtney, Anderson, & Hurst, 2015). The reliability and validity of these is drawn into 
question from a theoretical standpoint (science of caring or caring science) (Turkel et 
al., 2018) and from a scientific and evaluative standpoint (Argyle et al., 2017). As Wolf 
and France note “some instruments do not have theoretical definitions, clear 
connections to a referenced theory or propositions” (Fawcett, 1993, as cited in Wolf & 
France, 2017, p. 100). 
Measurement and evaluation instruments will be considered in more depth in 
Chapter 4 Methodology. For now the collection of definitions and caring behaviours 
from these sources is desirable as it: (a) provides clarity around the concepts of caring 
and nursing in historical and contemporary contexts; (b) creates a caring behaviours 
database for use in measurement and evaluation; and (c) informs applicability in 
practice, education and research (Nkongho, 1990; Wu et al., 2006). 
Caring inventories reflect definition which may be used for a variety of reasons. 
For example, they may be used for development of legal and professional documents 
about nursing (AHPRA, 2019a), for research (Coates, 1997) and for education 
(Salehian, Heydari, Aghebati, & Karimi Moonaghi, 2017). Although research into the 
dimensions of nursing care raise important concepts (Wolf, Gairdino, Osborne, & 
Ambrose, 1994) caring definitions and inventories are not seen to provide sufficient 
answer to the question - What constitutes caring (Ray, 1991; Turkel et al., 2018). 
Less prescriptive than an a definition or an inventory is to be found in Roache’s 
chapter ‘Reflections on Caring Attributes’. Roach outlines six attributes which are said 
to encompass the many and varied manifestations of caring.  These attribute are: 
compassion, competence, confidence, conscience, commitment and comportment 
(Roach, 1992. p.43). 
3.5.2.2.3 Theories about caring in nursing 
The literature on theories about caring nursing shows a gradual change in the 
way in which nursing and caring are conceptualised. As Boykin and Schoenhofer 
(2013) reflected, nurse theorists and researchers use additional means by which to 
understand caring in nursing, “Therefore, we do not present our work in the traditional 
form of concepts, definitions, statements, and propositions, but have struggled to find 
ways to preserve the integrity of nursing as caring through our expressions” (p. ix). 
The interface between the change in the way nursing and caring are 
conceptualised pushes theoretical boundaries. As theorists explore both the science 
and metaphysics of caring there are occasions in which theorists perceive the 
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approaches to be different and incompatible rather than integrative and compatible 
(Turkel et al., 2018). 
Theories about caring nursing are said to make the implicit explicit. Without 
recognising the ‘everydayness’ of caring the centrality of this concept to nursing 
practice is missed (Arndt, 1992). The literature review in the section on philosophy 
shows that philosophy asks important questions about the nature of knowledge. This 
section looks at questions about the nature of knowledge about caring in theories 
about caring and implications for nursing practice. 
As stated previously theory about caring in nursing evolved from the foundation 
of modern nursing laid down by Florence Nightingale (Dossey, 2005; O’Connor & 
Robertson, 2003). Since then nursing has changed; as society and culture have done 
(Corbin, 2008). There are now articulated theories of caring science and human caring 
(Watson, 2009) which are broadly supported within nursing (Dyess et al., 2010b; 
McCance, 2003; Morrow, 2011; Plessis, 2016; Ray & Turkel, 2015; Watson, 2007, 
2009, 2017; Watson & Foster, 2003). 
Nursing has been described as “a profession that is based on affective attributes 
such as caring and compassion” (Hanson, 2013, p. 143). Clarke and Wheeler (1992) 
describe caring as: 
the response to a continuous process of need that is experienced through 
the giving of oneself to another, creating friendship through trust, love and 
value for each other’ … Nurses seek awareness of patients’ needs.... Nurses 
empathize with patients and relatives to recognize the anxiety and distress 
joy and elation that they experience …. Caring is rewarding and exhausting. 
(Clarke & Wheeler, 1992, p. 1,283–1,288) 
There have been a number of significant contributions to the development of 
nursing practice and theory using caring as a focus. Wolf and France (2017) present a 
table of key modern caring theorists. An adaptation of their table including the 
influential work of Mayeroff is provided (Appendix 2).  
Modern theorists of caring and nursing follow a tradition of nurse theorists who 
attempt to conceptualise the heart of nursing. They include: the perfection and 
environmental theory of Florence Nightingale (1820-1910); the self-care theory of 
Dorothea Orem (1914-2007); need theory of Virginia Henderson (1897-1996); and the 
unitary human being theory of Martha Rogers (1914-1994).  
Some theories explicitly state they use and build on existing theories to explain 
nursing: Betty Newman’s system model based on general systems theory (Ahmadi & 
Sadeghi, 2017); Hildegard Peplau relationship based interpersonal theory (Peplau, 
1989) based on psychiatry and psychology theories of interpersonal development; 
Madeline Leininger (1925-2012) theory of nursing cultural care diversity and 
universality (Leininger, 1977, 1988) and Rays theory of bureaucratic caring (Ray, 
1989) based on sociological theories of structural functionalism – particularly 
bureaucracies as outlined by Max Weber (Gerth & Wright Mill, 1946); Ida Orlando’s 
nursing process theory based on the scientific theory (Alligood, 2018) and finally 
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nursing theorists who focus on the developmental stages of nursing: Patricia 
Brenner’s novice to expert theory (Greenwood, 2000; Masters, 2015; NSW Health, 
2018) based on education and psychology theories of growth and development. 
Many of the modern nursing theorists are predated by modern philosophical 
writings on caring. Mayeroff (1971) produced a philosophical essay ‘On Caring’. In 
turn these theories themselves are based on years of pre-work by the authors in the 
field in which they propound their theories (Mayeroff, 1963). Some applications of 
theories have not been developed into nursing theories. Rather they have simply been 
applied to the practice of nursing. Anthroposophy Nursing, for example, is based on 
theoretical precepts of Rudolph Steiner and Ita Wegman. It was detailed in 1969 and 
is now found in 80 countries worldwide, predominantly Europe including England and 
New Zealand. Anthroposophy is not a nursing theory; however, it is a theory in which 
holistic caring is embodied. Anthroposophy itself draws on other traditions: 
In anthroposophy, three traditions are integrated and enhanced: the empirical 
tradition of modern science as started by Copernicus, Kepler, and Galileo; 
the cognitional tradition of philosophy as initiated by Plato and Aristotle and 
as brought to a culmination in so-called German idealism by Hegel, Fichte, 
Schelling, Schiller and Goethe; and finally the esoteric tradition of Christian 
spirituality. (Kienle et al., 2013, p. 21) 
Aspects of caring such as ‘caring touch’ are central to the interests of nurses 
from traditional contemporary nursing in WA (Womens and Newborns Health Service 
(WNHS), 2016), through to anthroposophy (Ozolins, Hörberg, & Dahlberg, 2015) and 
caring science (Watson, 1979). The differences in fundamental thinking between 
theoretical approaches are embodied in the theoretical debate over the terms caring 
science and science of caring (Turkel et al., 2018). This is not a trivial issue. It is a 
deep philosophical debate which goes to the heart of ontology and epistemology of 
caring and nursing and it will be shown to have a direct impact on content of a PD 
program on nursing and how it is presented.  
This long-standing debate about the terms ‘caring science’ or ‘science of caring’ 
was initiated by opponents to Kantian theories of material reductionism (Kienle et al., 
2013). The question being asked on face value is: How do we study caring nursing 
practice? (Is it something that can be relegated to science which requires scientific 
evidence / proofs – or do we require other means by which to study nursing?)  
Ultimately the real question which is being asked and the real reason for 
vigorous academic debate at the 35th IAHC (International Association for Human 
Caring, 2014) is To what extent is the core of nursing to be based on scientific 
evidence – especially if the evidence for caring is still in its infancy? This goes to the 
ontological foundation of what it is to be a nurse. Is ‘Nurse’ or ‘Nursing’ a group of 
scientifically observable facts or are there some metaphysical considerations which 
add quality dimensions to caring nursing practice and are as yet beyond current 
scientific investigative capabilities? And what other sorts of evidence should be 
permitted? Also, to what extent will caring be allowed to occur while ‘science’ and 
other forms of acceptable evidence catch up and emerge?  
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For example, there is now considerable research into energy: string theory and 
field theory which has new potential to scientifically demonstrate something which was 
previously debunked due to lack of evidence. String theory considers particles not as 
individual separate points but as joined in one vibrational field (Wood, 2019). Quantum 
field theory is a combination of classic field theory, quantum mechanics and special 
relativity and interaction of particles within the field (Kuhlmann, 2006). As science 
progresses it moves closer to unifying theories and creating ‘a theory of everything’ 
(Mann, 2019). What is increasingly clear is that in string theory as in quantum field 
theory all particles are in direct relation with each other. Particles of each one of the 
patients and staff within the hospital are in direct relation with each other according to 
the best scientific evidence available to date (Watson, 2008). As Watson (2005) 
states: 
We also have a new emerging cosmology for caring science that reunites 
science and metaphysics. This in turn allows us to bring caring and love 
together within a field of reverence and dwelling in infinity – the infinite 
universal field from which we come and return and all dwell for shared 
existence, being. (p. 305) 
Some integrative views of nursing remain at this point in history largely esoteric 
and ‘cutting edge’. For example: if the core of caring is love as Ray and Watson attest 
(Ray, 1981b; Watson, 2003) then Watson’s quotation of the poem by TS Elliot is 
particularly pertinent to this debate: 
“Where is the life we have lost in living? 
Where is the wisdom we have lost in knowledge? 
Where is the knowledge we have lost in information?” 
(Elliot, T.S., 1934 Choruses from 'The Rock', as cited in Watson, 2003, p. 197) 
Turkel, Watson and Giovannoni (2018) demonstrate the extent to which 
philosophical, ontological stance can permeate the essence of nursing: 
Unitary caring science is consistent with the most evolved paradigm for 
nursing—the unitary transformative paradigm allowing integration of 
embedded philosophical and ethical unitary worldviews that connects all 
while being open to the evolving consciousness of humanity. (Turkel et al., 
2018, p. 71) 
And this is not too dissimilar to the view of Florence Nightingale even though she 
called the unitary field God:  
When the head and the hands are very full, as in Nursing, it is so easy, so 
very easy, if the heart has not an earnest purpose for God and our 
neighbour, to end in doing one’s work only for oneself, and not at all--even 
when we seem to be serving our neighbours--not at all for them or for God. 
(Nightingale, 1872, p. 6) 
At a later point Nightingale articulates a ‘communion’ with God and working with 
and seeing God in in the patients being cared for (Nightingale, 1872) indicating that for 
her the unitary field exists as an entity she calls God and also exists within every 
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person including herself. The Nordic tradition of caring science is also imbued with 
these concepts, (Arman, Ranheim, Rydenlund, Rytterström, & Rehnsfeldt, 2015) and, 
probably owe their origins to the philosophy of Mayeroff (Mayeroff, 1971). 
In the past nursing was considered both an art and a science (Corbin, 2008; 
Maben, 2007). Literature suggests that the distinctions between the art of nursing and 
science of nursing which is at the heart of the modern debate about science of caring 
or caring science may result in a loss of perspective about aspects of caring which are 
not amenable to scientific enquiry (Carper, 1978). Research approaches and 
methodologies that “may capture the complexities of caring” are themselves being 
questioned (Ray, 1991, p. 181). ‘The aesthetic process in the Way of Compassion’ 
(Ray, 1991) is an article in which both definitions of aesthetic are considered: (1) the 
set of principles of works such as art works and (2) the philosophy of the ‘feelings’ [for 
want of a better word] these works engender. Recently in Australia there has been a 
move towards allowing solely evidence based practice (Health Workforce Australia, 
2012). In doing this the aesthetic concept of art of nursing will be lost and with it might 
go philosophical enquiry into the essential nature of nursing unless there is scientific 
enquiry into the caring science. The concept of caring inquiry is discussed further in 
the chapter on methodology. 
Another related debate about caring has been the extent to which nurse and 
patient enter into care together. Wolf and France (2017) state “numerous theories 
have addressed the nursing phenomenon of caring” and remind us that “the person 
cared for by the nurse occupies a place at nurse caring’s theoretical centre” (Wolf & 
France, 2017, p. 95). When considering theory about caring in the context of nursing, 
there must be reference to the ‘other’ which implies ‘we’– ‘the person being cared for’ 
and the ‘nurse’ (Ray, 1991). In acknowledging the ‘we’ of caring, nurses are said to 
become one with the ‘other’ and enter into “a deeper life, a more integrated 
wholeness, and a coming to understand more fully what we have understood” (Ray, 
1991, p. 339). For Ray caring and love are synonymous (Ray, 1981b). 
These concepts appear to be at odds with the science of nursing (Locsin, 2017). 
The emerging concept of nurse cyborgs and nurse autonomous robots (AR) in the 
field of cybernetics raises questions about the very meaning of the purpose of nursing. 
What is the place of an AR nurse in the application to nursing of concepts such as 
humanness and its relationships to soul, and spirit (Eriksson, 2002) or to the extent to 
which caring is seen as ‘moral communicative action’ (Sumner, 2001)? To what extent 
is a nurse the sum of functions and to what extent an expression of humanity? Indeed, 
what constitutes caring nursing? Where does love fit (Turkel et al., 2018)? And, what 
is caring consciousness (Watson Caring Science Institute, 2017)? In addition to these 
concerns is the very real issue of bureaucratic caring and how this is affected by the 
introduction of an AR nurse. For example current literature suggests such AR nurses 
or Human Nurse Robots (HNR) would have “higher level artificial intelligence [which] 
is expected to exceed the capabilities of human beings” and that raises questions 
about their role in bureaucracies. “HNRs may now become one’s superior or rather 
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that the HNR is a subordinate thereby requiring human management” (Tetsuya, 
Kyoko, Rozzano, Yasuhara, & Hirokazu, 2017, p. 96). 
The integrative concepts of care in nursing being both art and science may be 
lost with the increasing push for evidence based practice. John Paely is a notable 
example of an exception to the assumption that caring is core to nursing. He raises 
several philosophical questions  
Sceptical arguments about caring can be divided into three categories. First, 
it is suggested that, while caring is no doubt an admirable thing in itself, it is 
just one ideal among others. Secondly, it is claimed that caring is not really a 
virtue at all, and that it should be regarded as more of a vice, because it 
promotes favouritism, injustice, and self-deception. Thirdly, there is a worry 
that caring is not politically realistic, and that its advocates underestimate the 
powerful organizational and social structures which conspire to subvert 
nursing (Paley, 2002, p. 25). 
In his article he states he follows the argumentation Nietzsche made in his book 
on the Genealogy of Morality (Nietzsche, 1887) in which Nietzsche provides a history 
of morality. Paley suggests that this historical analysis is relevant to the current debate 
on caring in nursing. He states ‘the values associated with caring are the expression 
of a profound resentment, harboured by the slaves (weak, powerless, timorous) 
against the nobles (strong, powerful, self-confident)’ (Paley, 2002, p.25). He concludes 
by stating: 
The ideology of caring is, in the Genealogy’s terms, a slave morality. It 
represents an attack on the medical-scientific model, motivated by 
resentment, and designed to establish nursing’s superiority. Its effects have 
been debilitating, and it has prevented nursing from becoming a noble (that 
is, a properly scientific) discipline (Paley, 2002, p. 25). 
Paley plays an important part in the how philosophical argumentation might 
support critical thinking in nursing. His role has periodically been to create a 
‘provocation’. Edward De Bono is his ground breaking 1969 book The Mechanism of 
Mind describes how provocation is used to move the thinker forward. In 2008 Paley 
stated about spirituality in nursing 
The vast majority of contributions to the literature on spirituality in nursing 
make extravagant claims about transcendence, eternity, the numinous, 
higher powers, higher levels of existence, invisible forces, cosmic unity, the 
essence of humanity, or other supernatural concepts. Typically, these 
assertions are made without the support of argument or evidence; and, as a 
consequence, alternative ways of theorizing ‘spirituality’ have been closed 
off, while the lack of consistent scholarship has turned the topic into a 
metaphysical backwater (Paley, 2008. p3). 
What must be noted however is that Paley himself provides no evidence based 
research to support his assertions. His argumentation is useful only in that it provokes 
thought and critical enquiry.  His claims are often so broad refuting them is made 
difficult.  Assertions are preceded by words such as ‘typically’.  He introduces basic 
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errors of logic. The following statement is an example of the post hoc ergo propter hoc 
error. 
Thirdly, there is a worry that caring is not politically realistic, and that its 
advocates underestimate the powerful organizational and social structures 
which conspire to subvert nursing 
In this statement the conclusion does not necessarily follow from the premise.  
Pale’s role as provocateur has produced research which substantiates his claims; so 
while his role is an important one, without scientific enquire he condemns his 
approach by his own measure of nobility and propriety when he states ‘The ideology 
of caring … prevent(s) nursing from becoming a noble (that is, a properly scientific) 
discipline’. 
In contrast to Paley’ approach nursing theorists since Florence Nightingale have 
attested to the need for both forms of care: affective and technical competence – not 
an either / or divide (Locsin, 2017; Watson, 2005). The focus ought not to be on 
whether to use one or the other but on how to perform all aspects of nursing from the 
heart (Nightingale, 1872) with love (Turkel et al., 2018; Watson, 2005). 
The importance to this research is not where theory originates or from which 
discipline it came or what it is called (that is not to say that a name is not important). 
Nor is it to determine the moral basis of the theory. What is important to this research 
is how this knowledge might be applied to improving the care of patients through the 
provision of a PD program on caring nursing practice thus improving the experience of 
both patient and nurse. 
At this point of the literature review there appears to be strong evidence that the 
concepts of nursing and caring are inexorably linked; however, the emerging picture of 
the social reality of health care systems may still bring that into doubt (Francis, 2013). 
Leininger (1977) and Ray (1981) and Turkel (2014) place nursing within the cultural 
context. Ray and Turkel recognise the importance of the cultural context and the 
development of a social caring ethic which is more than a social re-structure. Social 
caring may be defined as “a practice of how we [nurses] think about nursing’s 
responsibility of human caring in complex health care organizations” (Ray & Turkel, 
2014, p. 144). The social caring ethic when truly embedded represents caring as 
emancipatory praxis (Ray & Turkel, 2014). The term emancipatory is taken to mean 
the giving of liberation or freedom (as in slavery) but also in relation to other matters 
such as nursing thought and practice and nursing education (Nightingale, 1872).  
Emancipatory praxis can be defined as transformation ‘through critical reflection 
and reasonable communication’ (Ray & Turkel, 2014, 2015; Walter, 2017). Steps in 
emancipatory practice are said to include “becoming, awakening, engaging, and 
transforming” (Walter, 2017, p. 225). Emancipatory nursing praxis (ENP) is considered 
to be the role of nurses in social justice through relational and reflexive - contextually 
based processes of “becoming, awakening, engaging, and transforming” (Walter, 
2017, p. 225). Walters (2017) states, that ENP requires nurses to “engage … in a 
manner that is deliberate, reflexive, and always in concert with those whom we have 
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aligned ourselves” (p. 242). A social caring ethic becomes emancipatory nursing 
praxis when it is ‘woven into the cultural context of day-to-day nursing practice’. It is 
emancipatory in the sense that it “illuminates through critical reflection and reasonable 
communication the core values of nursing as caring - love and compassion, and ethics 
- respect for human dignity, human rights, and justice (fairness) within the nurse-
patient relationship” (Ray & Turkel, 2015, p. 160). At this point caring may be 
considered to be truly embedded in nursing: “As nurses practice from a value-driven, 
philosophical, and ethical social justice framework, they will find ‘their voice’ and 
realize the full potential that the power of caring has on patient and organizational 
outcomes” (Ray & Turkel, 2014, p. 132). The term social justice often evokes thoughts 
about “… identifying and attempting to address structural disadvantage, discrimination 
and inequality by refocusing on process, participation and collective rights” (Coburn & 
Gormally, 2015, p. 65). Ray and Turkel (2014) frame the definition of social justice 
within caring so the subtle difference in definitions is the focus on caring as the basis 
for transformation rather than ‘collective rights’, although the two are not mutually 
exclusive. In this way they support the claim of social caring as emancipatory nursing 
praxis. 
These interwoven concepts of caring, nursing, society, humanness, supporting 
actualisation, understanding transcultural meanings, moral foundations of being and 
belonging, and what constitutes the difference between human and machine are 
complex. From a pragmatic point of view the usefulness and application of theories 
and professional requirements to a PD program supporting caring nursing practice in 
WA hospitals needs to be considered. Caring and the socio-cultural context for 
nursing practice will be considered in order to determine whether a PD program might 
be compatible with nursing and health care.  
3.5.3 Sociology theory as related to nursing 
 
 
 
Sociology 
1. Sociological perspectives 
2. Culture context of nursing 
3. Cultural context of nursing 
agency 
4. Cultural context of change 
and educational change  
5. Sociology of nursing 
education 
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The cultural context of nursing both informs shared meanings and regulates the 
use of shared meanings (Ray, 1989). This section will outline literature on: sociological 
perspectives in relation to the education approach and education content; the cultural 
context of nursing at the societal, organisational, professional and individual levels; 
cultural context of nursing agency; the cultural context of change and educational 
change; and the sociology of nursing education. Lastly a reflection is presented on the 
sociological approach to the questions used to guide the literature review: What is the 
role of PD in supporting caring? What are the culturally shared meanings about 
caring? What impacts caring in hospitals? 
3.5.3.1 Sociological perspectives 
Sociology provides theoretical frameworks from which to consider the meaning 
and influence of the culture in which nursing and nursing education exist. The choice 
of content for a PD program and approach to a PD program on caring nursing practice 
may be influenced by three sociological perspectives each with its own focus and 
implications for nursing education, as summarised in Table 3.2. 
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Table 3.2 Influence of sociological perspectives and their influence on educational approach and content of CPD programs 
Focus & 
theorists 
Perspective Education approach & questions Education content 
 Structural functionalism   
Balance 
and the 
status quo.  
Examines social constructs such 
as Nurse Education in terms of the 
structure of society and the 
function of its parts. In this 
approach the construct of Nurse 
Education is considered in relation 
to the structure of society and its 
interaction and mutual influence 
and adjustment with other parts of 
the social system. Process such 
as cooperation, competition, 
conflict and accommodation are 
considered in order to draw 
conclusions about the construct.  
Structural functionalist education looks at supporting a 
coherent functioning system and is used to make 
adjustments to the system in order to maintain system 
integrity. From this perspective education is used to 
support the system and support planned system 
changes.  
Questions: What is nursing and what role does it have 
within societal structures such as: hospital, health care 
system and how do these structure work towards an 
integrated functioning society? What is the role of 
CPD? 
Content might include: the structure of 
the health care system and the place of 
nursing within that system. It might also 
include information on why health is 
important to society and the role of the 
nurse. 
 The question arises with regards 
to conflict and the extent to which 
conflict may be seen as a system 
adjustment or process leading to 
overthrow of a system. Conflict 
may be examined from a structural 
functionalist view as an 
adjustment to the system.  
What conflicts exist between nursing goals of caring 
and goals in other parts of the health care system and 
society? Does the inability of nurses to engage in the 
role of caring result in conflict and change within the 
system? How is conflict resolved and what is its effect 
on health care?  
 
Content might include: factors 
supporting and detracting from caring in 
particular social structure: the 
organisation and/or society, historical 
changes in nursing especially watershed 
moments in practice and education 
which highlight concepts about the 
goals, roles and function of nursing; the 
impact of national plans to manage 
staffing shortages on staffing and nurses 
ability to care. 
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Focus & 
theorists 
Perspective Education approach & questions Education content 
 Conflict theorists   
Tensions 
and conflict 
which 
increase, 
and which 
ultimately 
result in 
collapse of 
the system 
or radical 
change. 
View society in terms of human 
aggressiveness and emphasise 
conflict as a creative or inevitable 
social force. The use of conflict 
theorists is generally in analysis of 
whole of society change such as 
occurs in changes is ideology for 
example the rise and spread of 
Christianity overthrowing the 
Roman Empire or Marxism 
overthrowing capitalism or 
Marxism supporting Christian 
ideals of justice for working 
classes as occurs in liberation 
theology and education (Cortez, 
2009).  
View that education may be used to support conflict by 
supporting and imparting ideas and evidence which is 
suggestive of the need for radical change.  Such ideas 
and evidence are not conducive to maintain the status 
quo within the system. From this perspective education 
is not seen as passive. It is used to challenge the 
whole of society system which may result in system 
collapses or radical change. In these circumstances, 
education is seen as catalysts in radical whole of 
society change and is dealt with within the predominant 
conflict modus operandi: exiled, tortured or murdered 
(as was Socrates). Here, education is used to 
overthrow the system. 
Questions: What types of health care system should 
operate and what is the role of caring nursing practice 
in capitalistic versus socialistic societies? Should there 
be a health care system where all people have equal 
access and services and ‘care’? Where ‘equal’ means 
exactly the same access and services for all people. 
How would a health care system of equal access and 
services affect caring nursing practice? What would 
‘care’ mean in such a system? 
 
 
 
 
Content might include overview of 
different types of health care systems. 
Health economics and social inequities 
in health care provision. Socialist, 
communist and capitalist health care 
systems and their roles in supporting the 
ruling class. 
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Focus & 
theorists 
Perspective Education approach & questions Education content 
 Interationalist theorists   
 
Social 
norms and 
social roles 
rather than 
individual 
stimulus 
response of 
human 
behaviour 
 
A third view of society in terms of 
social interaction of two or more 
persons who create meaning and 
shared understandings. Shared 
meanings have a reciprocal effect 
on behaviour, expectations, and 
thought (Theodorson & 
Theodorson, 1969). Interactionism 
is a sociological approach which 
emphasises action and reaction of 
persons and groups interacting 
with each other.  
 
Education is used to shed light on the extent to which 
meanings are shared in order to support common 
understandings which avert system changing conflict 
and support structure and function of a system. For 
internationalists, education is used to understand and 
support shared meaning within the system. 
Questions: What is the social norm with regards to 
caring by nurses? Do different groups in society view 
caring by nurses differently? How do differing groups 
negotiate different understandings about what it is to 
care in nursing? How do senior nurses respond to 
nurses who take time to care?  
 
Content might include: information what 
nurses understand about the term 
caring; how the understanding of the 
term caring is applied by different 
professions; the patient perspective of 
caring and what patients want in terms 
of caring by nurses; and how ‘care’ is 
negotiated and understood by different 
health care professionals. 
 
(Durkheim, 1893, 2008; Karabel & Halsey, 1977; Morrish, 1978; Theodorson & Theodorson, 1969) 
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3.5.3.2 Cultural context of nursing 
The context of health and nursing workforce in WA was provided in Chapter 2. 
This section will provide a sociological overview of the cultural context of nursing 
which will inform choice of PD content and the teaching and learning.  
For PD participants there are a number of social norms which need to be taken 
into consideration to understand the structure and function of the culture in which 
nurses operate. Understanding these processes is said to support rational measured 
decision making (Complete University Guide, 2019). Sociology provides a framework 
for understanding change at personal, organisational, professional and societal levels, 
refer Figure 3.2. 
 
Figure 3.2 Influence on caring nursing practice: personal, organisational, 
professional, societal 
Sociology helps nurses to understand the various social forces influencing care, 
including contradictory pressures to both care and not care. For nurse educators, 
sociology provides a theoretical framework from which to contextualise the role of PD 
and make conscious decisions about the purpose and function of nurse education 
within a system and within society (Andrews, 2014). 
3.5.3.2.1 Societal 
At a societal level, advances in telecommunication technology and the World 
Wide Web (www) has provided unprecedented access to sharing information. 
Recipients, families and significant others are able to search and have access to 
quality information from which to make informed choices about health, they have the 
capacity to voice concerns and post these concerns on social media. Consumer 
engagement is now a stated priority for many organisations. Failure to engage 
consumers and listen to complaints is seen as a key indicator of weak clinical 
governance. However, for some consumers there are concerns that some 
organisations are treating their approach to consumer engagement and collaboration 
in care planning as a ‘tick box’ activity (Reid, Escott, & Isobel, 2018) with government 
web sites for consumers redirecting to more general sites: “This directory is no longer 
Societal Organisational 
Personal Professional 
Caring  
Nursing Practice 
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being updated. Please use the National Health Services Directory” (Department of 
Health, 2016). 
Balancing patient privacy and rights to confidentiality with consumer freedom is 
difficult. Evidence is readily captured and used to upload to the ‘cloud’. The use of 
cameras including still and moving pictures are a fact of life in hospitals and managing 
their use is problematic (Gee, 2015; Reiman, 2012). 
Television and other media glamorise and sensationalise hospital work including 
enhancing role demarcation and delineations. There is evidence that the use of media 
both reflects and influences societal values and expectations (Weinstein, 2018). 
Nurses, like the general population are subjected to these images and sounds.  
From a nurse educator perspective the societal influences on organisations and 
nurses capacity to care must be acknowledged as ethnocentrism (the evaluation of a 
culture according to ones’ own cultural standards) affects participants’ view of their 
own culture because they accept their own culture as ‘normal’. That is to say it is not 
brought to consciousness and therefore not amenable to change (for example a non-
Italian might say, ‘the Italians have culture we don’t have culture’). Sociology provides 
lenses through which participants may be encouraged to analyse the culture in which 
they nurse (Denny, Earle, & Hewison, 2016; Williamson, 1999). 
3.5.3.2.2 Organisational 
The hospital as an organisation is a sub-system of the larger health care system. 
It functions within the confines of the funding organisation be that public or private, or 
public-private partnerships. Hospitals operate within society’s legislative boundaries 
and bring differences to the system based on the guiding principles under which they 
operate. They reflect wider societal values and in the case of private hospitals they 
reflect specific sub-set of societal values be that a multinational corporation or a 
religious organisation. From a nurse’s perspective nurses are required to work within 
the values of the hospital in which they are employed, regardless of what their 
personal values may be. Some hospitals specifically state that nurses employed by 
the hospital will uphold the values of the organisation (SJOGH, 2019). Most hospitals 
include sessions on values of the organisation at induction (Fiona Stanley Hospital 
Group, 2017; RPH, 2018). 
At the hospital level internationally, there is a trend for hospital human resource 
management departments to include caring in documents such as job description 
forms (JDF) and selection criteria (Ulrich, Borckbank, Yeung, & Lake, 1995; Watson, 
2009). Caring is also being included in working documents such as hospital policies 
and guidelines (Fiona Stanley Hospital Group, 2017; Kitson, Marshall, Bassett, & 
Zeitz, 2013; Mays, Pope, & Popay, 2005). The particular flavour and emphasis vary 
from organisation to organisation even within their genre (public, private, public-private 
partnership). 
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From a nurse educator perspective, it is important to ensure PD is congruent 
with organisational values. The content and the way in which PD is taught may need 
to differ depending on the organisation in which the session is to occur. PD on caring 
is broadly acceptable; however, sensitivities about the roles and goals of nursing may 
be different in different organisations. From a structural functionalist approach, the 
content and teaching methodologies of nursing education must work towards 
optimising the provision of health care while at the same time acknowledging and 
supporting the context in which the education occurs.  
3.5.3.2.3 Professional 
An insight into the social forces and the cultural context in which nurses operate 
may be gleaned from documents which reflect the culture from which they originate. 
For instance, Australian legislation governing nursing and the registration of nurses for 
practice (Parliamentary Council, 2009), professional documents (Nursing and 
Midwifery Board of Australia, 2008a) and documents which mandate the standard of 
care and performance and skill management of staff (AHPRA, 2009, 2016b; Australian 
Commission on Safety and Quality in Health Care, 2012). These documents may not 
always define caring but nonetheless imply it. 
Also, credentialing programs such as the US Magnet Hospital program include 
caring as a component of hospital credentialing in USA (SCGH, 2012). Magnet 
Hospital credentialing is seen as a supplement to hospital accreditation processes in 
some countries (Department of Health, 2013; Nelson & Watson, 2011). It is a nurse-
led credentialing system which is internationally recognised and supported in Australia 
(Australian Nursing Federation, 2007). In 2009 Sir Charles Gairdner Hospital in WA 
was given Magnet Hospital accreditation by the American Nurses Credentialing 
Centre. This process requires significant organisational change and is credited with 
dramatically reducing nursing staff turnover rates in Australia (Department of Health, 
2013). In 2020 Magnet Hospital accreditation at Sir Charles Gairdner Hospital lapsed. 
3.5.3.2.4 Individual 
The individual may be viewed and understood from various perspectives. This 
section looks at the individual nurse’s from three perspectives: the psycho-physical, 
and the socio cultural and caring efficacy in order to provide the ground work for two 
following sections describing the cultural context of nursing agency and the cultural 
context of change and educational change.  
The personal context of nursing is multi-dimensional. There are many personal 
factors which influence a nurse understanding and capacity to care and a patient’s 
capacity to receive care. These have been included under the sociology heading for 
two reasons. There is a demonstrable link between social environment and the 
psycho-physiological response of the individual; and there is a purported impact of 
cultural context on the socio-cultural location of the individual on agency. What is not 
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as well understood is the research into the mind-body connection and how this affects 
nurses’ and patients’ understandings and capacity to give and receive care. 
Mind-body science and mind-body medicine are terms which are used to explore 
the demonstrable connection between effects of the mind on the body and vice a 
versa (Chen, Kumar, & Haramati, 2016; Cohen et al., 2004; Van Vliet, Jong, & Jong, 
2014). Modern science is exploring the interface of cognition, behaviour and brain 
connectivity and how this influences semantic cognition – the ability to understand 
meaning. Early research indicates that the brain functions differently from person to 
person (Vatansever et al., 2017) and that functioning can be modified by the 
individual. The individual is able to alter physical functioning by using mind-altering 
techniques such as mindfulness (Lai, MacNeil, & Frewen, 2015), meditation (Pagnoni, 
Cekic, & Guo, 2008), and prayer (Baldwin, Velasquez, Koenig, Salas, & Boelens, 
2016). This alteration in physical functioning has been linked with improved 
physiological, psychological and spiritual health; therefore these ought to be 
considered when investigating caring.  
Differences in physical functioning have been demonstrated using 
electroencephalogram (EEG), electrocardiography, electro-myography, 
electrooculogram, magnetic resonance imaging, magnetoencephalographic, 
respiration and skin conductance (Wahbeh, Sagher, Back, Pundhir, & Travis, 2018). 
For example, EEG has been used to demonstrate effectiveness of mind altering 
techniques such as ‘meditative unified compassionate awareness’ (Schoenberg, Ruf, 
Churchill, Brown, & Brewer, 2018). There appear to be several physically mediated 
effects of mind-altering techniques: the physical effect on the brain and body, and the 
physiological response to lowered stress. 
First, the literature demonstrates that there are physical alterations in the brain. 
The physical effect of meditation is associated with increased brain network 
integration (van Lutterveld et al., 2017). Similarly, literature shows that there is an 
increase in volume of grey matter and functional connectivity with those people 
practising mental silence during yoga (Hernández, Barros-Loscertales, Xiao, 
González-Mora, & Rubia, 2018). 
Second, research has provided evidence of the molecular signature of mind-
body techniques on gene expression (Buric, Farias, Mee, Jong, & Brazil, 2017; 
Saatcioglu, 2012). Epigenetics has studied how the chemical environment of cells 
affects emergence of diseases such as cancer (Novak, 2004). The chemical 
environment of cells is shown to be modifiable by mind-body techniques such as 
meditation (Chaix et al., 2017). 
Third, physical illnesses may be positively affected by altering the mind-body 
connection. For example the physical benefits of mind-altering techniques are 
reported to be: “reduction in blood glucose levels of Type II diabetes patients and the 
expression of genes related to natural killer cell activity” (Takimoto-Ohnishi, Ohnishi, & 
Murakamie, 2012, p. 2). Symptoms such as pain may also be altered by altering the 
mind-body connection (Lyvers, Barling, & Harding-Clark, 2006; WNHS, 2016). 
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Fourth, psychological and spiritual functioning is reported to have had an impact 
by altering the mind-body connection (Baldwin et al., 2016). Mind-body medicine 
therapies have been used effectively for a variety of affective conditions including 
stress, anxiety and depression (Chen et al., 2016; Park et al., 2013). 
Fifth, altering the mind-body connection has been demonstrated to be able to 
support higher order thinking. Researchers suggest that “meditative training may 
foster the ability to control the automatic cascade of semantic associations triggered 
by a stimulus…” (Pagnoni et al., 2008). Decreased stress, and indicators of stress, 
including salivary immunoglobulin A and simple neuro feedback techniques were 
found to improved attention (Lai et al., 2015). People under chronic stress have a loss 
in prefrontal cortex functioning which results in impeded higher cognitive functioning 
(Arnsten, 2015).  
Sixth, the physical environment affects the mind-body interaction in the form of 
body-mind stressors (Choiniere, 2010; Konkani & Oakley, 2012; Pope, Gallun, & 
Kampel, 2013). Bright flickering florescent lights and crowded or noisy work 
environments increase all forms of human stress and decrease rates of patient healing 
and sensory tolerance (Choiniere, 2010; Donetto et al., 2017; Konkani & Oakley, 
2012; Nantsupawat et al., 2017). In addition, extra sensory factors such as 
electromagnetic fields cause irritability and other health issues (Movaffaghi & Farsi, 
2009). 
Seventh, enhancing empathy is reported in mind-body courses designed to 
enhance this affective component of caring such as empathy (Chen et al., 2016). 
Studies investigating how these mind-body courses affected nursing participants 
found similar results (Van Vliet et al., 2014). 
Incorporating knowledge of the mind-body connection into this research is 
important because literature demonstrates that positively altering the mind-body 
connection is seen to improve physical and mental functioning and enhance attributes 
of caring. The social context influences the mind-body connection is an important 
component of understanding the effect that context has on the individual’s capacity to 
give and receive care. If hospital environments are ones in which staff and patients 
are stressed, then as the literature demonstrates they are environments which 
negatively affect an individual’s mind-body connection. 
As indicated previously, the location of the individual nurse within cultural and 
organisational contexts is affected by social, psychological and spiritual factors such 
as: parental education (Gooding, 2001; Simmenroth-Nayda & Görlich, 2015); a 
nurse’s spirituality background (Biro, 2012; Giske, 2012; Qiuting, 2013); as well as 
personalities and personality attributes suited to ‘caring’ (Dymond, 1950; Nightingale, 
1859; Robertson & Kinder, 1993). In addition to the cultural and organisational 
contexts and the socio-cultural location of the individual within those contexts, there 
are physical contexts which are socially and organisationally mediated and responded 
to on an individual level. Some of these physical contexts are well known: amount of 
sleep nurses acquire (Chung et al., 2009; Garde, Hansen, & Hansen, 2009; Shen, 
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Yen, Yang, & Lee, 2016); and, physical and mental responses to shift work (Buja et 
al., 2013). 
Caring efficacy is the care givers belief about their ability to “express a caring 
orientation and develop caring relationships with … patients” (Coates, 1997, p. 53). It 
was informed by Watson’s (1979, 1985, 1988, 1996) theory of transpersonal caring 
and Banduras’ (1977, 1986) concept of efficacy “because it offers a perspective that 
bridges human beliefs and behaviours in environmental contexts” (Coates, 1997, p. 
54). That is to say that self-efficacy is a judgement about how one can perform in 
specific domains in a given situation (Cervone and Peake, 1986, as cited in Coates, 
1997, p. 54) as indicated by the statement ‘I can do’ (Hurley, 1990) this in this 
situation. Knowing one is ‘able to do this’ caring - does not always imply they have the 
ability to implement their desires and capabilities. 
3.5.3.3 Cultural context of nursing agency 
Reports into serious neglect in care provide evidence that there are deficits in the 
provision of the fundamentals of care (International Learning Collaborative, 2020) 
within the health care systems globally.  As Kitson et al. (2019) report, “The existing 
evidence – both empirical and anecdotal – would seem to indicate that we continue to 
have a problem; not an isolated one, but one that has infected every health care 
system globally” (p. E2). However, for change to occur there is a need to see this 
deficit in its cultural context (Reader & Gillespie, 2013) and the agency of nurses.  
For radical transformation within health systems globally, we must move 
beyond nursing and ensure all members of the healthcare team – educators, 
students, consumers, clinicians, leaders, researchers, policy-makers and 
politicians – value, talk, do, own and research fundamental care. It is only 
through coordinated, collaborative effort that we will, and must, achieve real 
change. (p. E1) 
Societal, organisational, professional and individual aspects of the cultural 
context in which nurses operate have been explored. Conroy (2017) explored the 
commonality between what nurses and consumers understanding and found that 
there is a “shared understanding of the factors influencing the delivery of the 
fundamentals of care” (Conroy, 2018, p. 2,373). It is understood that to meet patients' 
basic or fundamental needs is complex and that ‘fundamental’ needs should not 
necessarily be equated with ‘basic’ (Kitson, Conroy, Wengstrom, Profetto‐McGrath, & 
Robertson‐Malt, 2010; Kitson, Muntlin Athlin, & Conroy, 2014). The physical 
component of patient care is but one aspect in the integration of care (International 
Learning Collaborative, 2020). There is an identified need for reminding nurses about 
how to “establish, maintain and evaluate therapeutic relationships with patients to 
deliver person-centred fundamental care” (Feo et al., 2017, p. E1). Given that shared 
understandings exist, that care deficiencies persist, and there are calls for 
collaborative action which include education - it is important for educators to keep in 
mind the agency of nurses and their fear of ‘speaking up’ when considering how 
47 
 
education might support caring nursing practice in a complex cultural milieu. These 
possibilities are discussed below. 
3.5.3.4 Cultural context of change and educational change 
Change may be viewed as an integrating concept within the proposed research. 
This section summarizes the concept of change making explicit the implicit in the 
previous three sections of the review of the literature to clarify the approach to the 
research question. 
From a structural functionalist approach, the dynamic tension between constancy 
and change may be understood in terms of general systems theory. A system is “an 
organization of interrelated and interdependent parts that form a unit” (Theodorson & 
Theodorson, 1969, p. 431).  
From an interactionalist perspective the identity of individual nurses is formed by 
macro-level demographics of their culture; negotiated through interaction with others 
in the culture, with each other and with others in the system in which they work and 
through those interactions their sense of identity is influenced by and has the potential 
to influence the system in which they nurse (Bucholtz & Hall, 2005). Their identity and 
sense of agency, “may be in part intentional, in part less than fully conscious, in part 
an outcome of interactional negotiation part a construct of others' perceptions and 
representations, and outcome of larger ideological processes and structures” 
(Bucholtz & Hall, 2005, p. 585). 
Their potential for interaction is mediated by their intention and capacity to 
interact with the system. “It is no overstatement to assert that the age of identity is 
upon us” (Bucholtz & Hall, 2005, p. 608). Understanding how that identity is formed, 
interacts and has the potential to contribute to an organisation is an important 
component of PD on caring. For if nurses are being asked to be the embodiment of 
caring then understanding of that embodiment is a prerequisite to caring nursing 
praxis. The extent to which an individual is aware of their personal context in relation 
to social context has an impact in their ability to conceive of themselves as 
independent agents with a capacity for independent action within the system in which 
they operate (Barker, 2002). This awareness and its impact on caring nursing is the 
difference between caring nursing practice and caring nursing praxis. Caring nursing 
praxis may be understood as the application of the concept of praxis (Carr & Kemmis, 
1986) to caring nursing. As such caring nursing praxis may be defined as committed 
caring nursing action informed by critical reflection, which positions caring practice and 
caring theory as mutually creative. Their sense of identity is linked with their capacity 
for caring nursing praxis and change. 
The interrelationship of the units in a system is in flux aiming towards equilibrium 
(Rapoport, 1986). Change is an imbalance in the system and change is also a 
corrective mechanism which re-balances the system (refer Figure 3.3).  
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Figure 3.3 Change and dynamic equilibrium 
This flux creates a dynamic tension between equilibrium on the one hand and 
instability on the other (Rapoport, 1986). At any point there are increased or 
decreased pressures creating stimulus for change. Calls for a return to caring imply 
that the fluctuations have occurred in the system and that a previous equilibrium has 
altered.  
From a sociological perspective, education may be seen as a stabilizing, 
destabilizing or perpetuating the status quo (Morrish, 1978). From a structural 
functionalist viewpoint if a system is in equilibrium then it is maintaining the status quo.  
Pierre Bourdieu (1930-2001) argued that adults reflect the education and class from 
which they originate rather than their innate intellectual capacity. Research continues 
to support the fact of this disparity (Gooding, 2001). The means of perpetuating the 
disparity is purported to be via rewards for those with cultural capital. The hidden 
curriculum is said to place students on ‘tracts’ within the education system thus 
rewarding students from more advantaged backgrounds. In adult education, research 
shows that students from poorer backgrounds follow higher education paths similar to 
that of their parents. For example, more medical students have parents who were 
doctors (financially and socially advantaged) than do nursing students (financial and 
social less advantaged) (Simmenroth-Nayda & Görlich, 2015). In addition, cultures 
which perceived nursing as a poorly paid ‘handmaiden’ position were less likely to 
target nursing as a desirable occupation (Gooding, 2001). Not only does the social 
system appear to perpetuate itself through the education system but some cultures 
view education as a way of breaking through social constraints; however, they do not 
seek to overthrow the system, rather to move up within the hierarchy of the system.  
3.5.3.5 Sociology of nursing education 
The literature implies there is a requirement for nurses to ‘care’; however, “One 
of the central dilemmas for the nursing profession is the moral (ethical) question of 
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being ordered or expected to care in a society that refuses to value caring” (Warelow, 
1996, p. 33). 
To understand the context of nursing one must understand the care cultures in 
which nurse’s work (Rytterström, Cedersund, & Arman, 2009). A focus on socio-
historical foundations of nurse education in WA and the move of nurse education from 
hospitals to universities is important to this research because of its lasting impact on 
both nursing and nurse education and on the provision of CPD. The impact is felt in 
two ways: first there has been a shift in the way hospitals approach education and 
CPD; and second, an interdisciplinary rivalry as a result of these processes intensified 
WA nurses’ consideration of theories which support the essence of what it is to be a 
nurse and how to nurse; as it did globally (Hobbs, 1980). 
Modern nursing has its socio-historical foundation with the Nightingale Home and 
Training School for Nurses 1860 which was based on a medical model of instruction. 
Its curriculum was based on pathophysiology and functional changes resulting from 
disease.  Nightingale did include a more holistic view of disease including methods of 
supporting and encouraging health through nutrition, comfort, rest, and sleep 
(Nightingale, 1872). This modified-medical model continued more or less unmodified 
for 100 years (or longer in some countries). 
The Perth Colonial Hospital started as a tent hospital in 1830; however, nursing 
education was delayed:  
A major factor which contributed to the delay in commencing a hospital 
training system for nurses in Western Australia was the unique position of the 
colonial surgeon, who prior to the Hospitals Act of 1894 had complete control 
of all government-supported hospitals and was answerable only to the 
colonial secretary. His autocratic attitude and refusal to allow certain private 
practitioners the use of the facilities of the hospital …[meant] … surgery was 
carried out in the patient’s home, [and] … created a demand for ... more 
experienced nurse assistants; … and from this arose the practice of a nurse 
training in a private hospital under a qualified doctor. (Hobbs, 1980, p. 5) 
Miss Mary Ann Nicolay was appointed matron of the Perth Colonial Hospital in 
1890 by Dr Thomas Lovegrove in the short absence of Dr Waylen. Within a short time 
of Dr Waylen’s return in 1891, Miss Nicolay formally tendered her resignation saying, 
“I have tried to work this Hospital for six months and have utterly failed” (Hobbs, 1980, 
p. 6). Dr Waylen suggested the appointment of ‘a properly trained nurse’, which may 
have been a malicious statement as Miss Mary Ann Nicolay “is credited with having 
been at the Nightingale School in 1871 and with personally knowing Florence 
Nightingale” (Hobbs, 1980, p. 7). This interpersonal and interprofessional rivalry 
especially where nurse education was concerned, continued through to modern times 
and was particularly pointed during the transition of nursing education from hospitals 
to universities as described below. 
Nurse educators in WA (or Sister Tutors as they were known), gained 
qualifications in nursing education, largely from overseas; with a good proportion 
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continuing to gain nurse education qualifications from England (Hobbs, 1980). In the 
1960s nursing education started to move to tertiary colleges and universities. In WA it 
was 1975 before nursing moved to the Western Australian Institute of Technology 
(WAIT), later to become Curtin University. After promises of a degree qualification 
nurses were given a Diploma. They contested the Diploma level granted to them and 
after four years the original baccalaureate course they had undertaken was formally 
recognised by the Commonwealth Tertiary Education Commission and degrees were 
awarded to all ‘Diploma’ students (Hobbs, 1980).  
The history of nursing education in WA is important because the foundation of 
university-based education of nurses in WA is within the working memory of many 
educators. Many of these educators have been influenced by the struggle for 
recognition. As a result, university nursing education in WA has a history of ‘proving’ 
itself. This resulted in a legacy of deep reflection on what constitutes nursing and how 
best to educate nurses. On the one hand nurses were to be scientific and highly 
technical and on the other they were expected to operate under a nursing theory or 
model – often not reflective of the medical model under which they operated clinically 
(Hobbs, 1980). As reflection of practice and theory evolved additions were made to 
the undergraduate nursing curriculum. Over a few short years the undergraduate 
nursing curriculum at Curtin University became “over stuffed and needed evaluating” 
(Martins, A., personal communication, 1993). A review showed that nursing students 
bore an excessively heavy study load compared with other students at university. 
Their course included and expanded on foundations based of the medical model and 
had added and superimposed theories of caring and nursing across the life-span and 
across different care settings.  The course included transcultural nursing which was 
particularly relevant to the largest rural and remote nursing service in the world 
(Naylor, 1996). 
With the move to university education the way hospitals funded and viewed 
nurse education in the clinical setting changed. Hospitals were no longer responsible 
for training ‘their own’ and students ‘belonged’ to universities and were funded by 
universities. Hospitals became focused for the first time in history solely on PD of 
hospital nursing staff. Support of undergraduates became a negotiated responsibility 
rather than an obligation. The changed focus of hospitals was in part also a result of 
the move of many of the hospital educators with education qualifications to the 
university sector. The link between undergraduate training organisations and 
hospitals, in the provision of nurses training weakened and recent attempts to 
strengthen these links are now the subject of a national approach to long term staffing 
projections and planning (Health Workforce Australia, 2012).  
Theories of nursing gradually became the dominant framework for university 
nursing curricular and a rift emerged between hospital trained nurses and university 
educated nurses about suitable content and approaches to nursing. The rift in WA was 
exemplified in the professional struggle between medicine and nursing for control of 
nursing education. Early initiatives to move nursing education from hospitals to 
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universities in WA was met by strong opposition from the Australian Medical 
Association (AMA) who supported and established an independent school of nursing 
which formed from the amalgamated former Royal Perth Hospital School of Nursing 
and the Government School of Nursing to create the Western Australian School of 
Nursing (WASON). WASON ran hospital-based Diploma courses for the purpose of 
registration with the Nurses Board of Western Australia between 1975 and 1990. 
Eventually yielding to international and national pressure WASON closed in 1994 and 
nurse education was moved to solely tertiary provision of nurse education and the 
AMA ceased to exert formal influence over nurse education in WA (Piercy, 2002; State 
Library of Western Australia (SLWA), 2010). The first year without direct medical 
control over nursing education in Western Australia was 1995 when the final WASON 
mental health nursing course ceased. 
Amidst this struggle for change the concept of what it was to nurse and what it 
was to be a good nurse became mixed in the inter-professional rivalry and the rivalry 
between hospital and university trained nurses. There continues to be debate about 
the care-cure dichotomy in nursing curricular and practice and which ought to take 
precedence over the other (Boudreau, Cassell, & Fuks, 2007). Attempts at dismantling 
walls (Frost, 1914) and developing interprofessional shared learning which might 
overcome professional ethnocentrism is recent and coincides with moves for inter-
professional education and work (Forman & Nyatanga, 1999) and with emergence and 
recognition of theories in and about nursing (Chinn & Kramer, 2015). 
Nursing models were developed from nursing theory and formed the basis of 
both nursing practice and nursing education. Nursing education drew on theoretical 
concepts of learning and nursing theory although “If asked, most nurse educators 
would not or could not identify the learning and nursing theory from which they derive 
their educational practices” (Alpers et al., 2013; Carpenito & Duespohl, 1985, p. 9). 
Calls for change in caring nursing practice occur at all levels: societal, 
organisational, professional, and personal. Because of this there is a need for an 
integrated approach to change which also needs to be reflected in the content and 
approach to CPD. A complex interplay of factors which have an impact on 
effectiveness of CPD programs might need to be considered if it is not to occur in 
isolation but within the nurses work milieu. 
Watson (2009) recognises this, “Both practitioners and health systems now 
realize radical change from within is an essential and necessary requirement to 
reverse the non-caring trend many experience or witness in hospitals and health care 
today” (p. 467). 
Watson also reasons for the need for change from within the system are clear: 
Nurses and practitioners who are literate with caring relationships are 
capable of having loving, caring, kind, and sensitively meaningful, personal 
connections with and increasingly enlightened public: a public seeking 
wholeness and spiritual connections for their wellbeing, not just sterile, 
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depersonalized, medical technological interventions, void of human-to-
human caring relationships. (p. 468) 
In order to bring about a change from within the system an understanding of the 
social, political, economic, historical and individual factors which affect the quality of 
caring in nursing need to be explored. Key factors identified in the literature as 
impacting change from within the system include: (1) perceptions and actions of staff, 
patients, significant others and society (Emirbayer & Mische, 1998; Irurita, 1999; 
Spichiger et al., 2005; Watson, 2007, 2008), (2) the role of the nurse – perceived, 
actual and conflicted (Ellis & Narayanasamy, 2009; Nelms, Jones, & Gray, 1993; 
Puchalski, 2004), (3) environmental factors – light, air, noise, water, etc., (Nightingale, 
1860a, 1860b); (4) social and organisational factors – leadership (Linette & Sherman, 
2014), human resource management including staffing levels (Nelson, 2011), and 
quality and risk management (Swinglehurst, Emmerich, Maybin, Park, & Quilligan, 
2014). 
Agency, as discussed previously, is at the intersect of what constitutes practice 
and praxis. Emirbayer and Mische (1998) explored agency in terms of the extent to 
which an individual is free to act independently within a system. They state, 
“reconceptualising agency as an internally complex temporal dynamic makes possible 
a new perspective upon the age-old problem of free will and determinism” (Emirbayer 
& Mische, 1998, p. 964). In this way agency is not always seen to come from the 
rational mind. There is a potential of agency to come from a “perspective [which] 
underscored the importance of the transcendental imagination as well as that of 
instrumental reason” (p. 965). 
A reflection of the sociological approach to the questions used to guide the 
literature review: (What is the role of PD in supporting caring? What are the culturally 
shared meanings about caring? What impacts caring in hospitals?) is encapsulated in 
a suggestion by Ray and Turkel (2014), “In the culture of health care, nurses are 
challenged to understand their values and beliefs as humanistic within complex 
technical and economically driven bureaucratic systems. Recommendations provide 
knowledge of the struggle to balance economics, technology, and caring” (p. 132). 
PD is one way of providing education to nurses on caring nursing practice within 
the hospital context. 
Sociology as a theoretical perspective directly influenced the origin of two 
branches of the study of caring. Leininger’s 1960’s research into transcultural nursing 
emerged to address the nature of nursing in a multicultural society (Leininger, 1980, 
1986, 1988) after specifically considering the centrality of the phenomenon of caring 
(Leininger, 1977, 1980); and, Ray’s theory of bureaucratic caring (Ray, 1981b, 1989). 
Sociological perspectives, be they - structural functionalist, conflict theorist, or 
internationalist (or any combination of the three) has impacted the way in which the 
cultural context of nursing and the health care system are viewed. Correspondingly 
nursing’s self-identity and its theories about caring may be seen to emerge from the 
cultural context in which it exists and the philosophies to which it is exposed. This was 
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seen to affect the education of nurses. It also affects the position of CPD and in 
particular PD. 
The extent to which a PD program can support caring nursing practice (CNP) in 
WA hospitals may be dependent to some extent on the sense of agency it is able to 
support or enhance in nurses. Based on the literature a PD program which is able to 
support both the rational and the participants’ access of the transcendental 
imagination may be necessary. 
3.5.4 Education theory as related to nursing  
 
This sub-section will deal with education theory relevant to the development of a 
PD program for nursing. It provides a brief rational for the role of PD followed by 
exploration of concepts of adult learning, praxis and teaching and learning approaches 
suited to the development of a PD program for nurses on caring nursing practice. It 
concludes with summary of content and methods which should be used in a PD 
program on caring nursing practice. 
3.5.4.1 Adult learning 
Adult learning or ‘andragogy’ is the art and science of teaching adults. It takes 
into consideration what is necessary to learn, retain and utilise, especially how 
knowledge and skills are exchanged in an educational context (classroom and 
clinical). The term andragogy was coined by Kappa in 1833 and made popular by 
Knowles after he used the European term in 1967 to explain his ideas about adult 
learning. His theories were based on assumptions about the motivation of adult 
learners and about their learning styles. 
The distinction between andragogy and pedagogy (teaching children) has since 
been considered to be artificial with Knowles himself acknowledging that the 
distinction is not between learning of children and adults but more about a continuum 
ranging from teacher directed to student directed (Merriam, 2001). Merriam states that 
andragogy has become a part of “adult education’s identity, and has had such an 
impact on practice, that relegating it to the status of historical artefact is inconceivable” 
Education 
1. Adult learning 
2. Praxis 
3. Learning and teaching 
1.  
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(Merriam, 2001, p. 11). Andragogy will be used as a term for adult education in this 
research. Because the focus of andragogy is on the learner this research will also 
need to take into consideration the socio-historical context in which it occurs (Merriam, 
2001) as the extent to which caring can be fully integrated into all aspects of nursing 
may be affected by the context in which nursing thought and nursing action interface 
(Wolf & Bailey, 2016). 
Context is a factor which has an effect on the capacity and willingness of nurses 
to implement PD on caring into practice irrespective of how well these concepts are 
integrated into the nurses sense of who they are and how they would like to practice 
nursing: nursing praxis. 
3.5.4.2 Praxis  
Praxis is an ancient Greek word (πρᾶξις ) which is defined as committed action 
informed by critical reflection, which positions practice and theory as mutually creative 
(Carr & Kemmis, 1986). It is the internalisation of concepts and an integration of those 
concepts within the person’s sense of being. Praxis implies conscious action. It is 
simultaneously action which is informed by thought and thought which is informed by 
action. In this sense thought and action are mutually creative (Ray & Turkel, 2015). 
Caring nursing praxis has been considered “caring as emancipatory praxis” (Ray 
& Turkel, 2014, p. 132). The concept of praxis as emancipatory is not new to nursing. 
Nightingale (1860) stated:  
Does it not seem to you that the greater freedom of secular Nursing 
Institutions, is it requires (or ought to require) greater individual responsibility, 
greater self-command in each one, greater nobleness in each, greater self-
possession in patience so, that very need of self-possession, of greater 
nobleness in each, requires (or ought to require) greater thought in each, 
more discretion, and higher, not less, obedience? For the obedience of 
intelligence, not the obedience of slavery is what we want. (p. 8) 
The praxis cycle of stimulus, engagement and commitment moves participants 
from the stimulus of experience of new knowledge, through reflective observation to 
abstract conceptualisation and active experimentation (Kolb, 1984).  Such a cycle 
leads to a commitment to new concepts in action (Arendt, 1958). A large body of 
nursing theory exists on the transcendent aspects of caring and the nature of 
emancipatory praxis – a praxis based on fundamental patterns of knowing which 
require not only “knowledge gained by empirical description [which] is discursively 
formulated and publicly verifiable” but also requires “knowledge gained by subjective 
acquaintance, [and] the direct feeling of experience” (Carper, 1978, p. 16). 
Nursing praxis requires an approach to PD, which is capable of integrating the 
process of giving and receiving instruction and application of caring theory in practice 
(Martin, 2015). Adult teaching and learning principles are suited to enhancing nursing 
praxis (Russell, 2006). Adult education may use instructivist strategies and captures 
possibilities for educational experiences using constructivist strategies (Lam, 2011). 
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Both instructivist and constructivist strategies may be used to promote higher order 
thinking skills suited to achieving praxis. 
3.5.4.3 Learning and teaching 
Teaching and learning may be considered to be mutual processes. The 
contemporary language is facilitation of learning rather than teaching, but for the 
purpose of this thesis the term teaching will be used. In this thesis teaching is seen to 
encompass both instructivist and constructivist education (Lam, 2011). 
3.5.4.3.1 Instructivist and constructivist education 
Early education literature suggests that learning and teaching are either 
instructivist or constructivist. Instructivist methods such as lectures are based on the 
concept of the human mind being an empty slate which can be written upon. 
Alternatively constructivist methods are variously called experiential, action or work 
based learning. There is literature to suggest that both methods can be used together 
(Lam, 2011). Nursing education, particularly PD tends to use both (Elhammoumi, 
Kellam, Cheryl, & Barbara, 2017; Kalb & O’Conner-Von, 2019; Martin, 2015). Both 
methods will be used in the provision of a PD program for nurses on caring. A PD 
program aimed at promoting praxis needs to incorporate both critical thinking and 
reflective practice components as these are essential underpinning skills. 
3.5.4.3.2 Critical thinking & reflective practice  
Critical thinking and reflective practice are components of constructivist 
education. They are particularly suited to adult learning and complex higher order 
thinking required in nursing as the context of nursing is complex with often competing 
priorities. Critical thinking is the process of analysis and evaluation in order to form a 
judgement (Chenoweth, 1998; Morrall & Goodman, 2013).  
In nursing critical thinking is often relegated to clinical decision making in its 
more restrictive sense of ensuring safe and ethical practice (Chenoweth, 1998).  Such 
thinking is found in the ‘Nursing Process’ developed by Ida Orlando which reflects 
steps in the scientific process. Figure 3.4 shows the similarities between the nursing 
process and the scientific process cycles. 
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Figure 3.4 The nursing process & the scientific process 
(Morrall & Goodman, 2013; Orlando, 1972) 
Reflection on the other hand requires deeper thinking than systematic and logical 
thinking. It requires additional processes to deeply consider feelings, responses, 
actions and experiences in order to analyse them and learn from them (Atkins & 
Murphy, 1994; Siles-González & Solano-Ruiz, 2016). Reflection is enhanced by the 
ability to think critically (Tutticci, Lewis, & Coyer, 2016). 
There are examples of successful use of reflective practice in clinical settings 
(Marlow, Spratt, & Reilly, 2008; Mason, 2003); however, there is a paucity of 
Australian nursing education research in this field. No articles were found in a 
literature search with the parameters ‘reflective practice in nursing education in 
Australia 1/1/2020 – or ‘critical thinking in nursing education in Australia 1/1/2020 – ’. 
The literature cautions the use of education methods which are not proven (Smith & 
O’Neil, 2003) and adds that it is reasonable to use these methods if they are valid. It 
suggests that the presumption of validity is perilous in contexts that are increasingly 
complex and ambiguous (Smith & O’Neil, 2003). It seems reasonable therefore to 
draw from acknowledged international sources in this field in the development of a PD 
program for nurses.  
Four theorists are discussed below: Bolton, Kolb, Bloom and Maslow.  
Bolton (2001) Figure 3.5 suggested a simple to remember three stage reflective 
practice model. 
 
Figure 3.5 Reflective practice 
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The reason for the need for reflection is that stimulus alone does not necessarily 
lead to learning. It is the engagement with/about the experience that leads to learning. 
The ever broadening and deepening cyclical process of stimulus, engagement and 
commitment provide a means of incorporating new knowledge (knowledge, 
comprehension) in practice (application) and considering the applicability of that 
knowledge (analysis, synthesis and evaluation) in and to practice (Bolton, 2001). 
The cyclical process of learning which David Kolb popularised in the mid-1970s 
is similar in that it is considered to be a step wise cyclical approach, Figure 3.6.  
 
Figure 3.6 Kolb's learning styles and experiential learning cycle 
(McLeod, 2017) 
Kolb did not believe that two things on the same axis could be done at the same 
time (feeling and thinking or doing and watching) (McLeod, 2017). 
Reflective practice has been used in nursing education to develop higher order 
cognitive thinking skills (Rolfe, Freshwater, & Jasper, 2001). Higher order cognitive 
thinking skills and reflection occur at Kolb’s reflective observation and abstract 
conceptualisation stages. The process is limited in that the cycle does not allow for the 
creation/discovery of knowledge and this is something which is seen as fundamental 
to caring nursing practice in many theories of caring (Ray & Turkel, 2014; Watson, 
2007; Watson Caring Science Institute, 2017; Wolf & France, 2017). 
Higher order thinking may use the same step as found in Bolton and Kolb; 
however, the processes differ in so far as they may move beyond experience and 
practice to ‘creation’. Although Blooms taxonomy has been taught as a stepwise 
process for some time using the pyramid familiar to educators to depict the process 
(Cornwell, 2011) the process is iterative and at the same time cyclical, refer Figure 
3.7.  
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Figure 3.7 Blooms taxonomy 
(Vanderbilt University, 2020) 
Maslow’s motivational model indicates the growth needs of the individual in 
relation to learning (Figure 3.8).  These growth needs are reported to indicate needs 
which move beyond cognition to transcendence. 
 
Figure 3.8 Maslow’s motivational model 
(McLeod, 2020) 
New research into brain function shows a stepwise progression this is not 
necessarily the case (Schoenberg et al., 2018). Research literature shows that at each 
59 
 
point during the lifespan any one or all of these processes may work in any 
circumstance (Doidge, 2017) and that evaluative thought in one domain of life does 
not necessarily mean evaluative thought occurs in all domains in life. Praxis assumes 
that reflection in action and on action can occur simultaneously and are mutually 
creative (Schoenberg et al., 2018). For this to happen, the individual must be capable 
of critical and reflective thinking (Ford & Profetto-McGrath, 1994) and be motivated to 
think in this way (Maslow, 1970a, 1970b). 
When considering Kolb (1984), Bloom (2001), Bolton (2001) and Maslow 
(1970a), it can be seen that a PD program on caring nursing practices moves the 
nurse through increasing levels of commitment and praxis with ever broadening 
reflective practice at each incremental PD event. This requires consideration of 
teachers and learners needs as motivations in the teaching learning process (Figure 
3.9). 
 
Figure 3.9 From practice to praxis 
The figure above shows use of the three theorists as learning moves participants 
from remembering (Bloom) concrete facts (Kolb) to higher order thinking which 
integrates thought and action (praxis) through the use of a critical thinking and 
reflective practice (Bolton). It considers the motivation of human needs in relation to 
education and the movement towards praxis. 
In summarising this section on critical thinking and reflective practice it is 
important to note that not all these processes are ‘active’. As Mayeroff (1963) and 
nursing theorists acknowledge ‘the quiet dimension of experience’ the essence of 
‘being’ as opposed to critical thinking makes room for an ‘awareness’ as opposed to a 
‘making sense’. Watson (2005) takes the analysis of ‘being’ further and describes the 
transcendent primary state of ‘belonging’. Almost 60 years later Mayeroff’s (1963) 
conclusion to his essay on the ‘quiet dimension of experience’ is worthy of 
consideration by nurse educators, “It might even be more sensitive to contemporary 
stresses and strains precisely because it would see them in the light of a more 
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inclusive background, which perhaps remains constant and always relevant to 
[wo]man” (p. 153). 
Developing the reflective practitioner from undergraduate education has been 
difficult (Mallik, 1998). Mallik (1998) recognises that in order to develop reflective 
practice in students there is a need for reflective practice to be integrated to all 
aspects of nursing: (1) pre-registration nursing education at educational institutions 
and in clinical practice, (2) education of registered nurses, (3) clinical educators and 
mentors. This research will engage nurses at aspects (2) and (3) above. Pre-
registration students are specifically excluded from this research as they are not 
employed by hospitals in WA. 
3.5.4.4 Educational content and methods for PD programs on caring nursing 
practice. 
Philosophy, nursing, sociology, and educational theory indicates that the content 
and methods of a PD program designed for nurses should be based on adult learning 
principles which enhance praxis; committed action informed by critical reflection, 
which positions practice and theory as mutually creative (Carr & Kemmis, 1986).  In 
order to achieve praxis the learner is encouraged through the use of instructivist and 
constructivist teaching and learning methods to use critical thinking and reflective 
practice.  The educational content, therefore, requires information on relevant theories 
and their application, together with; an opportunity to think about nursing practice, and 
to implement and practise new ways of thinking and doing.  
This concludes the review of the four elements of the conceptual framework, 
philosophy, nursing, sociology and education. 
The next two sections will first integrate the four theoretical approaches from the 
previous sections on philosophy, nursing, sociology and education to guide selection 
of PD content and approach to teaching and learning. It will include a summary of the 
key literature supports and deficits in the provision of PD in hospitals in WA. The next 
two sections consist of five key areas: 
1. Factors affecting PD 
i. Overarching factors affecting provision of PD. 
ii. Organisation of the hospital learning environment. 
iii. International and Australian PD programs: Caring Nursing Practice. 
2. PD in nursing 
iv. Caring as emancipatory praxis in education. 
v. Caring in nursing education services. 
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3.6 Factors Affecting PD  
Continuous professional development requires substantial time, effort and 
resources in its preparation, delivery and evaluation therefore understanding the 
extent to which it can have an impact on care is important. The concept that a nurse 
continues to learn throughout their career is not new. Florence Nightingale 
recommended this in the mid-1800s. Nurses in Australia who register to practice are 
required to engage in CPD annually.  In the not too distant past the PD options for 
nurses were limited to reading paper-based books and journals, attending 
conferences and ‘in-house’ education and training (Hobbs, 1980).  
The World Wide Web (WWW) (Web 1.0) mainstreamed in 1995 and became 
social in 2004 (Web 2.0). The Web first introduced a vast amount of accessible 
literature and then addressed the ability to network via new social technologies which 
were unavailable just 15 years ago. Social networking, webcasting, webinars and so 
forth transformed CPD. No longer were nurses dependent on their hospitals or 
immediate professional networks for learning experiences. They could now sit in their 
wards or homes and link with other nurses and CPD and in particular, PD offerings 
across the world. Blogs, podcasts, slide sharing and screen sharing in global virtual 
communities and personal learning networks (PLNs) allowed nurses to share 
knowledge, feelings and experiences not solely of other nurses but also of their 
patients. Nurses were able to access research and resources in a historically 
unprecedented fashion. They were able to access quick answers to professional 
questions by crowd sourcing and within a short space of time the tool that provided 
this tremendous increase in information began to be questioned in terms of the 
accuracy of digital information provided (Richardson & Díaz Maggioli, 2018).  
Uncertainty about the quality of CPD brought international attention to the 
provision of CPD across many professions. For nursing this uncertainty was coupled 
with the emerging reports of lack of caring and criminal negligence (Francis, 2013). In 
Australia the Australian Health Practitioner Registering Authority (AHPRA) established 
standards for any ‘self-directed learning’ component of CPD (AHPRA, 2016c) and a 
Nursing and Midwifery Board Australia (NMBA) template was provided for recording 
CPD including self-directed learning (AHPRA, 2019b). In addition, CPD records kept 
by nurses are able to be audited by AHPRA.  
External nursing CPD web sites increasingly provided high quality CPD, both 
registered courses and professional development, which were aimed at the Australian 
nursing context and AHPRA auditing requirements (ANMF, 2019; Australian College 
of Nursing, 2019; Nurses CPD Institute, 2019) while at the same time linking with 
other private CPD providers around the globe. Auditing of CPD is not required in some 
regions: Africa, Asia and Europe (Coventry, Maslin‐Prothero, & Smith, 2015). Global 
providers of CPD and in particular PD are also establishing Chapters in Australia with 
networking and local face to face PD opportunities (Sigma Theta Tau, 2019).  
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The complexity and ambiguity of education offerings and changing education 
methodology requires nurse researchers and educators to conduct evidence-based 
research into the provision of CPD. An Australian study explored the understanding, 
practice and future CPD needs of nurses and midwives and explored perceived 
barriers and incentives for CPD (Katsikitis et al., 2013). Large scale systematic 
reviews provide insights into the current state of research in the field. Most research 
and systematic reviews on nursing CPD focus on one dimension of educational 
measurement ‘perception of participants’ (Teekens, Wiechula, & Cusack, 2018) rather 
than multidimensional measurement of the effectiveness of the CPD session/program 
itself.  
A strong history of CPD program evaluation which provides definitive answers on 
the effectiveness of CPD programs in nursing is not evident in the literature. In 
determining effectiveness, most educational evaluation of CPD for nurses uses some 
form of pre-test post-test measure of participant perceptions (O’Shea, Wallace, Griffin, 
& Fitzpatrick, 2011; Wangensteen, Johansson, Björkström, Nordström, & Karlstads, 
2012). Few measure knowledge-based learning gains and even fewer examine 
learning gains in critical thinking. 
There are systematic reviews in other disciplines that provide insights into 
principles of CPD which are directly transferable to development of nursing CPD 
(Richardson & Díaz Maggioli, 2018). After conducting a systematic review Cambridge 
University suggests there are seven principles of effective CPD (Figure 3.10). 
 
Figure 3.10 InSPIRE: Principles of CPD 
(Richardson & Díaz Maggioli, 2018, p. 6) 
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Using the seven principles of effective CPD, as outlined by Cambridge 
University, the implications and implementation possibilities directly transferable to 
nursing CPD are explored in Appendix 3.  
3.6.1 Overarching factors affecting provision of PD 
From a review of the literature there appear to be seven overarching factors 
which affect the provision of PD in WA hospitals: (1) lack of PD programs on caring 
nursing practice; (2) change in focus from caring nursing practice towards efficiencies 
and reputation; (3) agency of nurses; (4) constraints to provision of PD to nurses such 
as funding, accreditation and hospital accreditation; (5) gender and part-time work; 
and (6) mind-body factors affecting PD. Each of these are disused below. 
3.6.1.1 Lack of PD programs on caring nursing practice 
One of the roles of Nurse Education Services at hospitals is to provide CPD for 
nursing staff (Keane & Alliex, 2018). CPD is necessary to support, maintain and 
enhance nurses currency in the delivery of safe quality patient care (AHPRA, 2016d; 
Keane & Alliex, 2018); however, there are currently no CPD programs in WA on caring 
nursing practice even though there is mounting evidence that such CPD can make a 
difference (Boykin, Schoenhofer, & Valentine, 2013; Dyess et al., 2010b; Martin, 2015; 
Turkel, 2014). One of the challenges for hospitals and Nurse Education Services at 
hospitals is to provide PD on caring nursing practice which provides opportunities to 
integrate advances in caring theory with practice. 
3.6.1.2 Change in focus from caring nursing practice towards efficiencies and 
reputation 
The literature suggests that the changing global, cultural, and organisational 
context of health care has led to a change in focus away from caring nursing practice 
towards efficiencies and reputation (Francis, 2013). CPD tends to reflect and support 
the focus of an organisation (Richardson & Díaz Maggioli, 2018). In WA there is a 
deficit in the provision of PD to nurses on the subject of caring nursing practice which 
mirrors a lack of focus on caring. Lack of WA and Australian literature on the topic 
appears to indicate that WA is behind international trends in countries. These 
countries have recent histories of voicing nursing theories to support caring nursing 
praxis and to transform nurse, patient and health care systems with evidence based 
theories of caring (Ray & Turkel, 2014; Watson, 2007; Watson Caring Science 
Institute, 2010). 
A change in focus of nurse’s roles is increasingly hostile to caring nursing 
practice and comes at the expense of quality patient care (Francis, 2013). The focus 
on moving patients through the system quickly, increased patient loads/numbers (in 
part due to increased acuity and decreased length of stay), increased paperwork and 
accountability reporting, has resulted in an increase in the non-patient contact roles of 
nurses (Tuckett, 2016). One solution touted internationally includes the use of less 
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qualified more affordable ‘care assistants’ to provide patient care (Argyle et al., 2017; 
Health Workforce Australia, 2012; University of Illinois at Chicago Nursing Institute, 
2001).  
Nurses experiencing distress within the health system may be referred to 
counselling which may include determining whether the personality type is suited to 
nursing (Barrick and Mount, 1991; Chatman, 1989; Walker & Frimer, 2007) or whether 
their personal distress is likely to have an impact on patient care and require de-
registration. The mandatory notifications process changed on the 1st of March 2020 in 
Australia. The aim of the change was “… to support health practitioners to seek help 
about their health without fearing a mandatory notification” (AHPRA, 2020b, p. 2). The 
‘blame the victim’ approach occurs at the expense of examining the root cause of 
staffing losses and at the expense of (1) exploring and developing better models of 
how health care management and the workforce can share “governance in the 
workplace” (University of Illinois at Chicago Nursing Institute, 2001, as cited in Boykin 
et al., 2003, p. 223); (2) allowing for an increased ability to care (de Veer, Francke, 
Struijs, & Willems, 2013); (3) managing the perceived conflict between efficiencies and 
caring (Kirpal, 2004); and, (4) exploring the competing pressures of curing and caring 
(O Pekka, 2002). Nurses are reportedly leaving the profession in large numbers due to 
their inability to care and the perception that caring is no longer valued in health care 
systems (Drenkard, 2008; Jarrar, Rahman, Minai, AbuMadini, & Larbi, 2018) where 
there is little focus on altering retention rates and increasing focus on economics of 
supply and demand (Health Workforce Australia, 2012). A stock flow accounting 
system focusing on an input and output of the workforce/health care in a ‘pipeline’ 
based accounting model of supply and demand has little focus on what happens to 
‘stock’ in the warehouse (Health Workforce Australia, 2012).  
3.6.1.3 Agency of nurses 
The position of nurses with regards to system change is dependent firstly on 
their sense of agency. That is to say their perceived capacity for independent action 
within the system in which they operate and secondly on their actual capacity for 
agency within the system in which they are employed. 
There is a large body of literature which demonstrates that nurses are frustrated, 
burnt out and suffer moral distress and injury (Barlem, Lunardi, Lunardi, 
Tomaschewski-Barlem, & Silveira, 2013; Prestia, Sherman, & Demezier, 2017). This 
is not a new phenomenon, but it has now reached a critical point in the history of 
nursing and health care worldwide (Wallis, 2015). The unheeded concern of nurses 
regarding their inability to provide caring nursing, in conjunction with the increasing 
focus on economics at the expense of quality patient care within the health care 
system is said to come from a focus on ‘star rating’, public perception and funding 
requirements (Francis, 2013). Some hospital executives and boards of management 
have ignored warning signs and support a negative culture with: denial of concerns, 
blaming the individual, supporting professional disengagement, failing to listen to 
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patients, and poor governance, in short, a loss of focus on caring service to be 
delivered (Francis, 2013). In WA this finds expression in relentless reviews and re-
structures that many hospitals undergo (in addition to required hospital accreditation 
processes) indicating an inability to effect lasting long term positive culture change 
(Australian Medical Association, 2016, 2017; Caporn, 2017; Government of Western 
Australia, 2018c, 2018d; O’Leary, 2017a, 2017b; Titelius, 2018). There appears to be 
a cycle of ineffective change. Jones, Fraser and Stewart (2019) acknowledge: 
large-scale change significantly disrupts and transforms therapeutic 
landscapes, relationships and practices [further] Regional ‘reconfigurations’ 
of clinical services, and other forms of large-scale change, are an enduring 
orthodoxy in health systems of high-income countries, despite limited 
evidence of either clinical or financial benefits. (p. 1,221) 
The lack of capacity for real agency of nurses is demonstrated through an 
increased lack of influence within the health and hospital system – particularly at the 
system change level. The lack of real capacity for agency is coupled with an increase 
in the economic voice at all points in the planning and reporting of care which results 
in less and less time for direct patient care (Boykin et al., 2003, 2013). 
3.6.1.4 Constraints to provision of PD to nurses: funding and accreditation 
Lack of funding for PD has been reported as a constraint in the provision of 
effective PD (Coventry et al., 2015) although Australian nurses are prepared to self-
fund PD under some circumstances (Katsikitis et al., 2013). Other constraints to the 
provision of effective PD include: inadequate advanced notice of PD offerings to 
accommodate shift workers; lack of support to pursue PD; availability of study leave 
and other PD leave; conditional support depending of staffing levels on the day – 
especially for external PD providers; nurses opinions to, paid, partly paid, and not paid 
PD; nurses concerns about fitting PD into already busy lives especially child rearing 
and concerns about their ability to manage academic study (Katsikitis et al., 2013). 
The Australian Council on Health Care Standards (ACHS) have similarly moved 
away from specifically auditing learning and development to including CPD in broad 
terms. The purpose of hospital accreditation is not merely to determine the standard of 
the hospital against accepted standards but to “improve the quality and safety of 
health care organisations” (Pomey et al., 2010, p. 1) and to promote change (Head & 
Johnson, 2011). When accreditation criteria are used as a framework for CPD, it is 
argued that quality improvement and change will occur in the direction of accreditation 
criteria (Novakovich, 2017).  
3.6.1.5 Gender and part-time work 
Gender disparities in the proportion of male and females in part-time work 
affects; earning capacity, career progression, and senior appointments. In 2006 
Australia male to female ratios in the registered nursing population are 91% female 
and 9 % male (Australian Bureau of Statistics, 2019).  In the UK in 2001 men were 
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9.5% of the nursing workforce; however, of this 9% only 5% were in part-time work 
(Whittock et al., 2002) meaning 5% of 9% of males equating to a total 0.45% of the 
part-time nursing workforce in the UK in 2001 was male. This equates to 99.5% of the 
part-time nursing workforce being female. 
Part-time nursing has been shown to have an impact on nurses’ capacity to 
achieve “optimal nursing potential” (Jamieson, Williams, Lauder, & Dwyer, 2008, p. 
883). This is the case for 47% of the 91% of female nurses who are part-time. That is 
to say 42.8% of females compared with 0.45% of males in the workforce are 
disadvantaged by working part-time. For example, the proportion of men to women in 
senior nursing positions in WA is thought to be disproportionate to their numbers in 
nursing; however, no data is collected on gender differences in nursing by role 
(Department of Health, 2019c).  
The USA does collect this data and it has been shown to differentially affect 
earning capacity. In general, men working as nurses earn more than women. In fact, 
the U.S. Census Bureau reports that: 
The average wage among all female nurses was $51,100 in 2011, while the 
average wage among all male nurses was $60,700 in 2011.  Among full-time 
nurses, women earned 91 cents for every dollar earned by men in this field. 
(Faststaff, 2016, p. 1) 
In turn the difference in earning capacity has been directly linked to career 
progression made possible by low levels of part-time work among nurses who are 
male resulting in larger numbers of men (as a % of total nursing workforce) in senior 
nursing positions (Whittock et al., 2002).  
This inequity in capacity between female and male nurses is not seen as a result 
of any discrimination: either against females or for males but a reflection of societal 
values: 
underlying attitudes of men to childcare and the domestic division of labour 
must change before the sexes can compete on equal terms in the workplace. 
Until this happens men will continue to advance the development of their 
nursing careers more rapidly than women. Already, in a female-dominated 
area of employment, male nurses form a disproportionate percentage of 
those in higher grades and management posts. (Whittock et al., 2002, p. 
305) 
The question of the right or wrong of societal values is not the subject of this 
research; however, it would be naive and remiss not to cover the impact of societal 
values on the rapidly changing nursing workforce. Also, how these inequities affect 
CPD provision especially with the recent introduction of attempts to measure return on 
investment for CPD (Garrison & Beverage, 2018). 
International statistics on perceived differences between male and female nurse 
opportunities are mirrored in recent WA research into men in nursing: 
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“The men that I know in the profession have done very well-in terms of 
career progression and clinical opportunity …” (Female)  
“Males in nursing have excellent opportunities to progress their careers as 
they mostly have the ability to work full time. Most female nurses let their 
careers take second place while their children are young and work part-time 
so miss out on opportunities”. (Female) … 
“Transferable in many sectors i.e. OSH, travel, rural and remote, variety of 
specialities including very technical which attract boys (e.g. ICU, ED, 
Theatre)”. (Male)  
“(Men) will go for management positions and leave less opportunity for 
females in what has always been a female occupation”. (Female)  
(Stanley et al., 2014, pp. 49-54) 
The provision of CPD to a largely part-time workforce where actual numbers of 
employed nurses does not reflect the full time equivalent (FTE) and where funding for 
nursing education is based on FTE causes pressures in the provision of education. 
Furthermore, hospitals prioritise education budgets taking into consideration 
recruitment and retention costs. Replacement costs of nurses may vary. Replacement 
of a nurse in the UK was said to be £5,000 (Whittock et al., 2002). Hospitals prioritise 
education for staff that are less likely to be replaced. Most full time staff are less likely 
to be replaced than part-time and casual staff and so the long term return on CPD 
investment is greater for full time staff (Whittock et al., 2002). This leaves male nurses 
in a better position than female nurses in accessing educational support for career 
development and enhancement. The prioritisation of full time over part-time staff for 
CPD is not consciously or formally recognised and may occur at unit level especially 
when approval to attend CPD happens at the unit management level. A unit manager 
may decide to support full time staff over a part-time or casual pool especially if the 
part-time or casual pools are more likely to leave their place of employment. The 
inadvertent end result is a large proportion of the nursing workforce receiving a 
disproportionately smaller amount of CPD. It may also influence other factors such as 
the choice of CPD and PD to present in-hospital, to nurses and the choice of CPD and  
PD by nurses (Ross, Barr, & Stevens, 2013). 
Societal values which influence nursing values associated with child rearing have 
been shown to make an impact on the nursing workforce in unanticipated ways. For 
the first time in modern nursing history men are disproportionately represented in 
senior higher earning nursing roles. Society still values caring and nurturing and 
continues to see these values as important to the child rearing role. Men in nursing are 
seen disproportionately in areas where the patients are either unconscious and/or the 
work is highly technical (ICU, CCU Peri-operative and Anaesthetics; Sadler, 2012; 
Stanley et al., 2014) or where the patient is not present (senior management). In 
contrast, the proportion of men in nursing academia is below their proportion within the 
nursing workforce; however, this may be directly related to male career choices which 
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lean towards high paid positions in nursing and these are predominantly found within 
the health sector (Mott & Lee, 2018).  
It can be seen that there are a number of problems which affect the provision of 
CPD and PD in particular, on caring nursing practice including: lack of PD programs 
on caring nursing practice; change in focus away from caring nursing practice towards 
efficiencies and reputation; loss of nursing voice and the increase in the economic 
voice at all points in the planning and reporting of care; and, the change in nurse’s 
roles as a result of system changes. There are also constraints including: lack of 
funding; and factors related to notice especially with regards it effect on equitable 
provision for part-time staff. The hospital learning environment also affects the 
provision of PD.  
3.6.1.6 Mind-body factors & PD  
Research shows that 92% of Australian nurses believe that PD is important: to 
nursing practice; to staying interested in nursing; and for reflection and career 
progression (Katsikitis et al., 2013). The ability to provide PD to nurses should take 
into account the myriad of factors impacting their ability to select and, physically and 
mentally attend a PD program on caring nursing practice. In turn for nurses to be able 
to contextualise caring practice, a PD program should be in a position to provide 
information on the complexities of the context of modern nursing including the 
interrelated societal, professional, organisational, and personal factors impacting the 
mind-body connection and caring nursing practice. Nurse educators must take into 
consideration the capacity of nurses to learn especially where that learning requires 
higher order thinking in PD programs such as for caring nursing practice. 
This section considers the personal aspect of socio-cultural and psycho-physical 
context of nursing previously considered in the sociology section. It revisits the 
personal context of nursing in relation to the provision of PD for nurses in hospitals. 
The mind-body connection was shown in the literature to be able to be 
moderated through individual mind-body interventions and through alteration in the 
physical and emotional contexts (Buric et al., 2017). The key findings in this field were 
the demonstrable interface of the effects of the mind on the chemical environment 
within the body - in particular the negative effect of stress on the chemical 
environment within the body. Three aspects of the mind-body connection are covered 
in relation to the provision of a PD program: the learner / educator, the learning 
environment and the program itself. 
3.6.1.6.1 The learner / educator: Morphology and pathophysiology of the brain 
The mind-body connection was shown to: alter physical aspects of the brain 
(Doidge, 2017); impact emergence and course of physical diseases and associated 
pain, affect mental acuity and affective components of caring such as empathy. As 
such the mind-body connection was considered in the development of a PD program 
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aimed at supporting caring nursing practice in WA hospitals because it directly 
impacts the capacity of the nurse to care and think. 
It is easy to understand that a PD program is likely to be affected by participants 
(learners and educators) who are cold or hungry (Gómez-Pinilla, 2008). Similarly, 
most educators know that lack of fresh humidified air increases somnolence and 
headaches and that lack of sunshine decreases concentration (Thomas et al., 2000) 
(most educators would shy away from running an educational ‘film’ after lunch). All 
these physical environmental factors are able to impair thinking (Thomas et al., 2000). 
It may be less obvious that the same PD program is likely to be affected by 
participants who are anxious or stressed or burnt out (van Lutterveld et al., 2017).  
3.6.1.6.2 The learning environment 
The learning environment includes the physical and psychological environments. 
The mind-body connection is considered here in relation to consideration of learning 
environments conducive to learning at all levels.  
Temperature, light, odours, crowding and so forth are standard considerations of 
educators (Han, Moon, & Lee, 2019). Further the physical state of learners such as; 
hunger, and thirst, (Gómez-Pinilla, 2008) must be weighed up in relation to breaks and 
physical exercise (Ploughman, 2008), timing of videos, and other activities of 
relevance to PD. A note for PD providers in transcultural settings where nurses may 
be drawn from immigrant or refugee communities is a consideration of the availability 
and quality of food consumed, particularly where there are larger families and food for 
children may be prioritised (Gómez-Pinilla, 2008; Strasser, Gostner, & Fuchs, 2016). 
Self-processing may be linked to mental states (Modinos, Ormel, & Aleman, 
2009). Staff attending a PD session with heightened stress, are likely to be in a 
psychological state which is not conducive to learning (LePine, LePine, & Jackson, 
2004). Further the creation of a calm and caring learning environment is seen to 
support brain function (McInerney, Marsh, & McInerney, 1999) while at the same time 
mirroring caring behaviours being taught (Martin, 2015). PD providers need to 
consider environments which support psychologically diverse participants learning 
environment preferences (Phillips, Baltzer, Filoon, & Whitley, 2017). Although it isn’t 
possible to meet everyone’s needs at the same time all participants ought to have 
opportunity to feel comfortably engaged in adult learning (Miglietti & Strange, 1998). 
3.6.1.6.3 The PD program 
A PD program needs to include adult teaching and learning principles which 
maximise the positive effects of mind-body interface as this interface contributes to the 
capacity of the teacher to teach and the learner to learn. This is particularly important 
where higher order thinking and the possibility of creativity are to be included in a PD 
program. 
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Some higher order thinking activities require a mind which is calm and ready for 
higher order cognitive functioning and behaviour (McGregor et al., 2004; Thomas et 
al., 2000). Some activities are beneficial in the thoughts which they generate and the 
positive physical effects which are able to be derived from them. For example, 
including opportunities for mindfulness may increase attention and ‘centeredness’ (Lai 
et al., 2015). Opportunities for self-reflection may be used as a way of ‘healing’ and 
stress reduction’ (Thorpe & Barsky, 2001). When considering the inclusion of any self-
processing in a PD program it is important to know that this activity is affected by 
stress (Modinos et al., 2009). 
Mind-body content of a PD program on caring may need to be mirrored in a 
classroom. There is opportunity for example to support learning about mind-body 
interaction through a ‘non-activity’ of mindfulness.  For example at periods throughout 
a class or session a bell might be sounded to encourage participants to “stop, breath, 
focus, and centre” (Lachnit, 2001). As participants become increasingly aware of the 
importance of the mind-body connection as a component of care they may be more 
likely to engage with research about moderating the care environments (Silvius-Byron, 
Florimonte, Panganiban, & Ulmer, 2014). 
In summarising the section on the mind-body connection and its relationship to 
the provision for PD to nurses it is important to note the literature shows psychological 
stressors affect health of patients and staff. Nurse educators need to be able to 
ameliorate the effects of stressors where possible to maximise all levels of teaching 
and learning. Staff attending a PD session with heightened stress, are less likely to be 
in a psychological state which is conducive to learning (LePine et al., 2004). The 
reasons for their stress may be social, organisational, professional or personal; 
however, regardless of external causative factors the mind-body connection has 
altered the chemical context of brain and body function and these have a bearing on 
teaching and learning.  
3.6.2 Organisation of the hospital learning environment 
Continuing professional development may support caring nursing practices in 
hospitals (AHPRA, 2016a). It has been seen that there are three Nurse Education 
Service (NES) models in the WA hospital context (Keane & Alliex, 2018). Knowledge 
of NES models and activities for each hospital or health service is available prior to 
establishing an externally provided PD program by contacting Nurse Education 
Services directly. Success of externally provided PD programs may be moderated by 
the cultural context in which they occur. It is important for nurse educators to consider 
this context when planning a PD program so that teaching and learning gains can 
anticipate potential supports and barriers to implementation. 
3.6.3 International and Australian CPD programs: Caring Nursing Practice 
Most of the literature on CPD on caring refers to the use of Watson’s human 
caring theory, which is more predominant in the USA (Watson, 2017) and the Nordic 
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tradition of caring science (Arman et al., 2015). CPD in this research has the specific 
meaning of continuing professional development as defined by AHPRA and distinct 
from other forms of education: induction, preceptorship (Small & Good, 2013), 
mentorship (Wagner & Seymour, 2007), and graduate and intern programs (Phillips & 
Hall, 2014). There are numerous articles on CPD, nursing effectiveness, nursing burn 
out, moral distress and harm in nursing, nursing education (undergraduate and post 
graduate), nurses perceptions of education and caring but there are few articles to be 
found explicitly on Professional Development (PD) (non-accredited courses), on caring 
nursing practice. Some international examples exist but were described mostly in the 
context of links between organisational culture and patient outcomes (Herkes, Ludlow, 
Testa, & Lamprell, 2017) and also between complementary transformation of 
educational practice and organisational culture (Kemmis, 2014). There were examples 
of techniques used to alter caring consciousness including: introducing new language 
into documents such as policies; using professional caring models to alter practice; 
using conscious intentional rituals (for example using hand washing as a means of 
infection control and as a way of taking time to transition from one person or task to 
another); use of additional caring/healing modalities; re-introduction of ‘quiet time’ 
where environmental stimulus is decreased; time-out spaces for nurses (meditation, 
prayer rooms); cultivation of personal ‘heart-centred’ practices; engaging in 
mindfulness and centring practices; engaging in caring rounds at patients bedsides; 
supporting and sharing ‘caring moments’; and, creating caring inventories (Herbst, 
Swengros, & Kinney, 2010; Watson, 2009). 
What is available globally is a growing industry of external private providers of 
CPD on caring. Many of these CPD offerings are based on Jean Watson’s seminal 
work in 1979 expounding a theory of human caring (Watson, 1979). This work has 
continued to be developed and modified (Watson Caring Science Institute, 2010). In 
addition to the provision of accredited and non-accredited courses, some external 
education providers also provide accredited and non-accredited courses for nurses 
and educators in a train the trainer/coach model (Watson's Caring Science Institute, 
2019). In particular, the pedagogies of Herbst et al. (2010) (based on Watson’s 
concept of caritas) and Martin (2015) (based on Ray‘s transcultural caring dynamics in 
nursing and health care model) together with the Caritas initiatives at Fiona Stanley 
Hospital (FSH) were considered in relation to the educational context of PD in 
hospitals (FSH, 2019; Herbst et al., 2010; Martin, 2015). An inability to access PD 
programs and the need to consider the specific cultural context of WA required this 
researcher to develop a suitable PD program on caring nursing practice for WA 
hospitals. 
3.7 PD in Nursing 
Literature suggests that PD in nursing might enhance formal education 
processes through knowledge transfer, structured experiential and workplace learning 
and through the use of reflection (Marlow et al., 2008). The knowledge students 
receive at undergraduate level is not intended to fully prepare them for caring nursing 
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practice as nurses in WA hospitals. New graduate nurses enter the profession as 
beginning practitioners (AHPRA, 2013). PD is designed to support nurses in their 
professional development in the hospital context (AHPRA, 2019b). The hospital 
setting is a setting which is amenable to the acquisition of knowledge through 
integrative teaching and learning methodologies across the continuum of nursing 
development (Burke & Hellwig, 2011). PD is in an excellent position to capture and 
build on what is, rather than operate in a pure, detached, analytical and rational world 
of what should be (Smith & O’Neil, 2003). 
Two aspects of PD in nursing are particularly relevant to this research as they 
utilise concepts previously discussed in relation to caring and explores them in relation 
to education. 
3.7.1 Caring as emancipatory praxis in education 
The terms emancipatory nursing praxis and the intertwined concepts of social 
justice and agency have been discussed previously. In this section literature on the 
topic is used to understand the terms and concepts in relation to nursing education. 
This section presents literature which examines the concept of emancipatory praxis in 
education as it relates to the students and to the teacher. The emancipatory praxis of 
both student and teacher are considered from three perspectives: individual, 
organisational and whole of system. 
From a sociological stance nursing education may be understood through the 
lens of social justice as a professional expectation. Walter (2017) states 
Social justice engagement is a professional expectation of nurses nationally 
and globally as described in the educational mandates of the American 
Association of Colleges of Nursing (AACN), the professional codes of the 
American Nurses Association, and the International Council of Nurses. (p. 
225) 
Educating nurses for social justice means there needs to be a “transformative 
learning process that determines nurse engagement in social justice” (Walter, 2017, p. 
225). Caring is the core of social justice for nurses. It is thought that ‘as nurses 
practice from a value-driven, philosophical, and ethical social justice framework, they 
will find ‘their voice’ and realize the full potential that the power of caring has on 
patient and organizational outcomes” (Ray & Turkel, 2014, p. 132). 
Social justice as it relates to the emancipatory praxis of students and teachers 
may be considered in a PD program from three perspectives. First, the nurses role as 
an agent embodying practice (Watson, 2008) – as Ray and Turkel state above “from a 
value-driven, philosophical, and ethical social justice framework, [in which] they will 
find ‘their voice’ and realize the full potential that the power of caring has on patient 
and organizational outcomes” (Ray & Turkel, 2014, p. 132). In this instance it is about 
caring nursing practice. It is about integrating ‘being’ that is to say ‘doing’ from a 
centre of ‘being’ the embodiment of caring (Watson, 2007). As nurses practice from 
this social caring ethic and weave it into the fabric of their daily lives, imbalances in the 
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workplace are addressed and may be changed. In this way, a “social caring ethic is 
caring as emancipatory praxis” (Ray & Turkel, 2014, p. 132). 
A second consideration is the nurses’ role in patient advocacy (this includes the 
community from which the patient comes). In this instance social justice is about 
public health: “health disparities’ and inequities [which] continue unabated nationally 
and globally” (Watson, 2007, p. 255). Social advocacy in public health nursing as in 
hospital nursing is often considered “the tombstone side of nursing” (Falk-Rafael & 
Betker, 2012) that is to say from Florence Nightingale to now, nurses see the injustice 
of patient death and suffering and are motivated act for equity in health care 
(Nightingale, 1860b). This may be true of both student and teacher. 
Third, the concept of social justice and emancipatory praxis may be thought of in 
terms of the real agency of nurses within systems in which they themselves nurse. 
Thus, the middle path between social justice on a grand scale and the embodiment of 
social justice at the bedside is a concept of social justice within the system in which 
the individual and group of nurses operate. Walter (2017) states that for emancipatory 
nursing praxis to happen – nurses’ need “to engage as social justice … in a manner 
that is deliberate, reflexive, and always in concert with those whom we have aligned 
ourselves” (p. 242). For nurses that alignment is primarily with the patient (Watson, 
2008). As seen earlier a sense of agency requires a combination of ‘instrumental 
reason’ and ‘transcendental imagination’ in determining an approach to possible 
alternative actions (Emirbayer & Mische, 1998). Once again this aspect of social 
justice and emancipatory praxis is true for student and teacher. 
Caring as emancipatory praxis implies caring-praxis is ‘emancipatory’ and this in 
turn implies change. As seen from the literature the calls for change to nursing and 
health abound (Francis, 2013). In order for nurses to engage in the social justice at an 
organisational level, caring nursing praxis must extend to the organisation. The 
relationship of agency to change may be mediated through empowerment (Emirbayer 
& Mische, 1998). Literature suggests nurse’s sense of agency may be affected to 
some extent by support from education (MacPhee, Skelton‐Green, Bouthillette, & 
Suryaprakash, 2012).  
Boykin (1994) stated cogently that "it is not possible to live a caring-based 
curriculum if the foundation for the program is anything other than caring" (p. 11, as 
cited in Purnell, 2006, p. 9). Through this statement Boykin expressed an opinion 
voiced by Maslow: 
I have come to feel even more strongly the need for and the usefulness of a 
distinction between intrinsic and extrinsic education, education for personal 
growth as over against professional and skilled and content education, i.e., 
education for competence. I agree that it would be most desirable and ideal 
to combine them and integrate them if possible, so that personal growth can 
take place through content and skill education and simultaneously with it. 
Furthermore, I think this is quite possible to do even though difficult. (Maslow, 
1979b, p. 17) 
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Maslow’s consideration of integration of intrinsic and extrinsic education is 
consistent with his first cornerstone in a theory of human motivation described 36 
years earlier “The integrated wholeness of the organism must be one of the foundation 
stones of motivation theory” (Maslow, 1970a, p. 370).  
The problem is that caring is not a ‘subject’ which is amenable to teaching and 
learning models traditionally used in nursing sciences such as pathophysiology. Nurse 
theorists like Watson (2017) indicate that it requires teaching and learning 
methodologies more suited to higher order thinking activities of integrative knowledge 
which combines both intrinsic and extrinsic (Cornwell, 2011; Vanderbilt University, 
2020).  
From an educators perspective the difficulty in combining intrinsic and extrinsic is 
clear in a statement Maslow made after a lifetime in teaching. After the presentation of 
a graduate seminar “designed to train psychologists as researchers, as theorists, as 
writers in the field” he wrote: 
Learning of content is not the enemy of personal growth. We must approach 
this question holistically rather than atomistically. … I am disappointed that 
so few individuals in the seminar … responded …I learned a great deal from 
this seminar, even though it often angered me, and even though it confirmed 
my growing determination to give up teaching in this form. (I’m still teaching, 
but in different ways.) … I had spent [ a year] reading, thinking and writing 
about the nature of humanistic education and the ways in which we could 
use our ordinary curriculum for intrinsic education. I have been willing to stick 
my neck out … I hope others will do the same. (Maslow, 1979a, p. 24) 
Nursing has been addressing the same issues. The literature shows that the 
roles of nurse theorist and nurse educator began to merge as theory about caring 
became more integrative and ‘unitary’. Martin (2015), for example, describes the 
potential application of Ray’s transcultural caring dynamic in nursing and health care 
model (2010) for use in nursing professional development (Martin, 2015). The lack of 
available education provision and educators with appropriate knowledge and teaching 
repertoire to teach about caring led cutting edge theorists such as Jean Watson to 
develop independent education organisations such as ‘Watson’s Caring Institute’ 
(Watson, 2019). The Institute now teaches caring at all levels including doctoral 
studies and preparation of teachers (Watson, 2017).  
PD may have the potential to support continuing professional development of 
caring in context.  For this to happen it needs to become part of the cultural fabric of 
day to day nursing practice (Ray and Turkel, 2015).  PD should therefore, take into 
consideration the context of day-to-day nursing practice as a starting point.  
From there PD should also consider the human capacity to assimilate new 
knowledge and to construct models of the world which represent what is encountered 
in context. This human capacity to stretch beyond that context to make predictions 
and re-creations must be considered when looking at growth and the relevance of 
education (Bruner, 1974) within the cultural fabric of health care organizations.  
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Developing this sense of agency therefore requires a PD program which 
supports CNP through supporting agency of nurses. This sense of agency needs to be 
a part of ‘who the nurse is’. It incorporates the ‘being and doing’ of nursing as an 
integrative whole. By “reconceptualising agency as an internally complex temporal 
dynamic makes possible a new perspective upon the age-old problem of free will and 
determinism” (Emirbayer & Mische, 1998, p. 964). The purpose of the educator 
therefore is to shed a light on the lock of slavery and develop in nurses as Florence 
Nightingale states “not the obedience of slavery” but “individual responsibility … self-
command … self-possession in patience … greater thought … more discretion” and in 
short “the obedience of intelligence, not the obedience of slavery” (Nightingale, 1872, 
p. 8). 
PD exists within the cultural context of day-to-day nursing practice. The 
implications for PD on caring nursing practice are therefore twofold: firstly there is a 
need to provide PD in a teaching-learning style congruent to caring nursing praxis and 
secondly PD needs to support both extrinsic and intrinsic education – for both student 
and teacher. That is to say teaching ought also to provide the teacher (as well as the 
student) with opportunity to meet the need for growth and praxis. In this way teaching 
praxis becomes a component of emancipatory education (for both learner and 
teacher).  Such a praxis by utilising the social caring ethic becomes caring as 
emancipatory education praxis within the cultural context of day-to-day education 
practice in hospitals. A rewording of Ray & Turkel’s (2014) thesis on caring as 
emancipatory nursing praxis would read:  
As [nurse educators] practice from a value-driven, philosophical, and ethical 
social justice framework, they will find “their voice” and realize the full 
potential that the power of caring has on [staff] patient and organizational 
outcomes. … However, because of the increasing complexities of power and 
privilege—and the changing priorities of Western society in general, and 
health care in particular—nursing finds itself in unsettling territory when it 
comes to engaging in social justice. (Adapted definition from Ray & Turkel, 
2014, p. 132) 
3.7.2 Caring in Nursing Education Services (NES) 
As discussed previously PD is one educational component of continuing 
professional development and is provided using different models at different hospitals 
(Keane & Alliex, 2018). There is general agreement about the role of nurse educators 
in supporting the social caring ethic (Martin, 2015) and its use in transformation of 
organisations (Herbst et al., 2010) as they move towards becoming caring 
bureaucracies (Ray, 1991; Ray & Turkel, 2014).  
Two theories and models in particular have been used. Firstly, Ray’s (1989) 
‘theory of bureaucratic caring for nursing practice in the organizational culture’ and 
Watson’s (2010) ‘theory of human caring’ (Herbst et al., 2010) Each of these 
approaches requires or is enhanced by an education unit grounded in caring theory 
(Dyess, Boykin, & Rigg, 2010a; Martin, 2015; Ray, 2010).  It is acknowledged in the 
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literature that obstacles exist in the potential for teaching nurses how to care (Costello 
& Haggart, 2008). In general, the literature provides insight into the following: 
(1) Congruence between the organisations approach to care and the theoretical 
foundations of the NES and the provision of theory based nursing practice is ideal - if 
not ‘idealistic’. The literature states there is a relationship between the provision of 
caring staff development and the support of quality patient care which is recognised as 
“a major goal of the organization” (Martin, 2015, p. 275; Ray, 2008). 
(2) Organisational provision of opportunities for practice and implementation of 
what is learnt in PD may be enhanced by the provision of a caring bureaucracy (Ray, 
1989). Such a bureaucracy may provide opportunities to implement PD learning into 
practices. There may be practice and environmental changes supportive of caring 
nursing such as: caritas circles, hand washing used as a time for reflection/gratitude, 
presence of cantering caring prompts on patient’s doors reminding staff to be present 
and connected (Herbst et al., 2010). 
(3) PD methodology and content are interwoven to achieve integration and self-
actualisation – possibly transcendence. Teaching human caring involves “cognitive 
and psychomotor prompts that elicit an affective response in the nurse” (Herbst et al., 
2010, p. E7). There is acknowledgement that the provision of PD on caring requires 
more than imparting cognitive information about theory or demonstrating psychomotor 
intentional human caring behaviours (Herbst et al., 2010; Turkel, 2015). Literature 
suggests this integration is possible but not always easy (Maslow, 1970a, 1979a; 
Watson, 2019). 
(4) PD application of caring education may be applied to different forms of 
education: face to face as in general staff development (Russell 2013); graduate 
nursing programs (Martin, 2015); clinical teaching (Sumner, 2006b); mentorship 
(Wagner & Seymour, 2007); preceptorship (Small & Good, 2013); and, on-line 
learning (Purnell, 2006). With regards to the latter, the model of nursing education 
grounded in caring (MONEC) was developed by Purnell and Lynn (2016) to meet the 
challenge of “how … an electronic environment [could] be created where self-
reflection, creative thinking, and intention to care – the most fundamental of human 
activities – be nurtured and sustained?” (Purnell, 2006, p. 11). This emerged from a 
caring acknowledgement that “isolation and stress have been identified in recent 
research of students’ experience during online nursing education” (Purnell, 2006, p. 
15). Ray sates “on-line program for second degree students engendered a high 
degree of work, stress, and suffering for both faculty and students” (Ray, 2008, p. 41). 
(5) Content of PD sessions on caring, the literature suggests, should include 
knowledge content about the topic supported by content on ethical principles related 
to cultural values, human rights and caring theory, information about how meanings 
are negotiated and established – particularly between cultures, information on how 
policies, procedures and legislation may relate to caring nursing practice and caring 
organisations and societies, and information on how human rights advocacy are 
accommodated (Martin, 2015). Application of caring to content of PD might also 
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include specific information on nurse patient relationships taking into consideration the 
“impact of the prevailing sociocultural and socio-political context on the patient” 
(Martin, 2015, p. 274). When considering the nurse patient interaction PD might also 
include information about spirituality, religion; and secular forms of mysticism, 
concepts of unity and transcendence (Leininger, 1988; Martin, 2015; Mayeroff, 1971; 
Ray, 2010). PD content may also include information related to complementary 
therapies, information about caring perceptions and practice, the use of centring 
moments, mindfulness, opportunities for human connection and reflection and 
participation in caritas. (Herbst et al., 2010). Content ought also to include information 
and experience with aspects of self-care (Turkel, 2015). Education content needs to 
be placed in the socio-cultural context in which the PD occurs (Ray, 2008). 
(6) NES can themselves role model caring (Nelms, Jones, & Gray, 1993). They 
can do this by: incorporating caring theories and models into provision of education; 
promote and practice application while in clinical settings, create a ‘caring presence’; 
and, “serve as caring ambassadors for their organization and set a tone for 
welcoming, safe, and caring workplace” with new staff (Martin, 2015, p. 274). Most 
importantly: 
We believe that teachers need to be intentionally conscious of how their 
status, actions, and behaviours have potential for serving as powerful 
modelling for students. Further to be consciously aware of oneself and one’s 
actions as being potentially powerful for role modelling requires a 
commitment to being caring, authentic and congruent in student-teacher 
encounters. (Nelms et al., 1993, p. 23) 
Indeed Turkel (2015) in an editorial overview of the theoretical foundations for 
self-care within care theories shows the importance of self-care of all nurses, including 
educators: “Discovering or rediscovering the caring self is an important source of 
nourishment for the emergence of creative, caring energy” so that nurses in whatever 
role may be “able to reach out to others from our authentic caring self”. In the same 
editorial Turkel states, “I integrated caring for self into the practice setting at large 
teaching hospital in Philadelphia and practice was transformed” (Turkel, 2015, p. 613). 
Further: 
I invite you to identify a self-care practice to have the energy to 
compassionately care for others. Consider spending five minutes every day 
engaging in or one or more of the following practices: centreing exercise, 
conscious breathing, guided imagery, mindfulness, prayer, aromatherapy or 
sitting in stillness and silence. (p. 613) 
3.8 Chapter Summary  
The summary of the literature review is in four subsections: Theoretical 
underpinnings, factors affecting CPD, PD in nursing and implications of the literature 
for this research. The summary provides a review of the literature in consideration of 
the research questions and the aim of the research, which is the development of a PD 
program on caring nursing practice for nurses in WA. 
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3.8.1 Theoretical underpinnings 
Four theoretical underpinnings were discussed in relation to this research. Each 
informed the others, and none stood in isolation from each other. The theoretical 
underpinnings supported the systematic ordering of information and provide a 
framework for the research sub-questions. 
3.8.1.1 Philosophy 
Philosophical understandings were used to raise questions relevant to the 
research. With regard to the specifics of a PD program epistemological questions 
about: what constitutes knowledge, the origins of knowledge, types of knowledge, 
ways of selecting of knowledge and acquisition knowledge were used in later sections 
to inform enquiry into nursing, sociology, education and the principles of PD. 
Ontological questions about whether specific phenomena exist were used in later 
sections to explored the nature of caring and nursing, and the extent to which caring 
and nursing are inexorably linked. Metaphysical questions about the relationship 
between thought and action were also used in later sections particularly at the 
intersect of the debates about the science and art of caring nursing to address the 
mind-body connection, and the theoretical possibility of universal field theory or the 
theory of everything. Ultimately the researcher returned to the great philosophical 
question about the nature of reality in sections about transcendent metaphysical 
aspects of nursing theories of caring and love to address the place of caring and 
nursing. 
3.8.1.2 Nursing 
Nursing was explored from an epistemological perspective. Etymology and the 
origin of the word were followed by an examination of caring definitions and 
inventories. This led to an exploration of nursing theories in order to present current 
knowledge about the interconnectedness of nursing and caring demonstrating the 
progression and articulation of nursing theories to include metaphysical questions. 
The theoretical concept of caring and the reality of the social context of concept of 
caring appear to be at odds with one another. 
3.8.1.3 Sociology 
Sociology was used to inform the social context of caring. From a pragmatic 
perspective nursing in hospitals in WA was seen to occur within a social context. The 
social context was scrutinised from three major perspectives of sociology. Structural 
functionalist, conflict theorists and interactionalist perspectives were presented prior to 
examining the societal, organisational, professional and personal cultural contexts of 
nursing. The researcher presented literature which showed that cultural contexts 
change. Change might be regarded as an integrative concept in the research where 
change could be explained from any one of the sociological approaches identified or a 
combination of those approaches. The use of general systems theory and the concept 
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of dynamic equilibrium were used to demonstrate tensions which exist in every system 
during the process of change.  
The context of cultural change and its effect on the roles, goals, and functions of 
education in general preceded consideration of nursing education as a specific 
example. The section concluded with consideration of the role and place of nursing 
education, content, autonomy, context and method of delivery, emergence, and the 
development and implementation of specifically nursing models of practice and 
nursing theories within the health care context. 
3.8.1.4 Education 
Educational theories were reviewed in order to understand the role of CPD in 
nursing and specifically the role of PD for caring nursing practice. Literature 
demonstrated how CPD may be in a position to integrate theory and knowledge with 
practice – something which the literature suggests is not fully possible in 
undergraduate education. The evolution of nursing theories saw educators adopting 
caring theories as models for providing nursing education. The literature shows that 
the shortage or lack of suitably qualified educators in the caring sciences saw the 
development of ‘train the trainer’ programs. What became clear in the literature was 
that CPD needed to be able to present caring theory in a manner suitable for adult 
learning. The literature showed that the extent to which adult learning can be 
integrated into nurses caring is impacted by the social context. The extent to which a 
PD program can support caring nursing practice was reviewed in relation to the 
literature on praxis (informed action). The literature pointed to the possibility of praxis 
being emancipatory. The concept of ‘emancipatory nursing praxis’ drew on education, 
philosophy, sociology and nursing literature and concluded with an exploration of 
theories which might inform PD in this endeavour. Literature on instructivist and 
constructivist approaches to teaching and learning were explored prior to a more in-
depth analysis of literature on critical thinking and reflective practice. This component 
of the literature review culminated in the development of an integrated model aimed at 
moving the learner from practise to praxis. This model incorporates a dimension which 
moves beyond active thinking to creative awareness and is founded in the philosophy, 
nursing, sociology and education literature. 
3.8.2 Factors affecting PD 
The section on factors affecting PD integrates literature from the four theoretical 
underpinnings discussed previously to then consider overarching factors affecting 
provision of PD; then, the hospital learning environment; and finally the international 
and Australian PD programs on caring nursing practice, and personal and 
physiological factors influencing PD.  
Seven overarching factors affecting the provision of PD collated from the 
literature included: a lack of PD programs on caring nursing practice; change in focus 
from caring nursing practice to efficiencies and reputation; loss of nursing voice and 
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an increase in the economic voice; change in nurse’s roles as a result of system 
changes; constraints to provision of PD to nurses; gender and part-time work 
considerations; and, mind-body factors in the provision of PD. 
The hospital learning environment was reviewed. Literature from WA 
demonstrated that PD occurs within the Nursing Education Services (NES). The 
difference between internal and externally provided PD was noted as a distinct 
pathway which required negotiation with different models for provision of PD at 
different hospitals and health services within WA. 
International and Australian PD programs were not readily available in the 
literature. There were copious amounts of literature on components or aspects of a PD 
program which might be included in a PD program on caring. There was some 
literature on theory and principles of integrating caring theory with nursing practice and 
education; however, obtaining a copy or report of a hospital based PD program was 
illusive.  
3.8.3 PD in nursing 
The literature on CPD in nursing showed that PD has an important role to play in 
the hospital setting. Undergraduate education in and of itself is insufficient for nurses. 
PD is provided within NES and is in a position to integrate theory with practice. This 
brings with it challenges of how to integrate cognitive and affective domains to 
produce integrated intrinsic and extrinsic growth. Some of the problems with hospital 
PD for nurses are similar with education in other fields and other institutions – 
universities for example. The key similarity is the provision of a caring curriculum 
which is founded on the cornerstone of human motivation and need for integrated 
wholeness of the organism – an organism which often exists in a socio-cultural context 
which is not based on caring. Theorists indicate that by practicing nursing from a 
social caring ethic individuals and organisations may be emancipated through caring 
praxis and that this emancipation is the ideal. The onus for the PD provider therefore 
is to provide PD on caring which is founded on caring and integrated into practice. For 
this education offering content and methodology need to be interwoven regardless of 
mode of delivery. In this form of education the teacher and learner are each capable of 
and aim for self-actualisation through caring and through a social caring ethic that 
supports emancipation of organisations in order to provide quality patient care which is 
recognised as a major goal of the organization. 
3.8.4 Implications of the literature for this research 
The literature utilised a conceptual framework to guide the review of the 
literature. Theories which underpin the development of a PD program aimed at 
supporting caring nursing practice in WA hospitals were applied to the subject of the 
research. 
The literature on CPD demonstrates the presence of factors which support or 
detract from the provision of and access to high quality effective PD in hospitals. 
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These include lack of PD programs on caring nursing practice; change in focus away 
from caring nursing practice towards efficiencies and reputation; loss of nursing voice 
and the increase in the economic voice at all points in the planning and reporting of 
care; the change in nurses’ roles as a result of system changes; constraints to 
provision of PD to nurses. It concluded by outlining literature specifically related to the 
provision of PD on caring in nursing. The literature in this field demonstrated the 
importance of PD in the hospital setting.  
The use of PD to support nursing caring practice may face significant challenges. 
These challenges arise from the need to provide a caring curriculum founded on 
caring practice in the various hospital environments of this study, which may not have 
the same foundation. However, the literature demonstrates that this is possible. 
Literature suggests that in providing such education there is a need for both teacher 
and learner to grow and through that growth comes the social caring ethic which 
supports emancipation of the organisation to become caring bureaucracies in which 
patient care is an embedded in practice and is congruent with the aim of the 
organisation – quality patient care.  
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Chapter 4: METHODOLOGY 
And let us not think that these things can be done in a day or a night. No, 
they are the result of no rough-and-ready method. The most important part of 
those efforts was to be found in the patient labour of years. These great 
tasks are not to be accomplished suddenly by raw fellows in a night; it is 
when discipline and training have become a kind of second nature to us that 
they can be accomplished every day and every night. (Nightingale, 1872, p. 
60) 
4.1 Introduction 
The previous chapters provided an introduction to the research project outlining: 
the context of caring nursing practice and Continuing Professional Development 
(CPD) and in particular professional development (PD) in Western Australian (WA) 
hospitals. This chapter will first outline the philosophical stance for the research before 
describing the descriptive and exploratory mixed method study. The research design 
and synergistic methodological approach used are described. Later the six phases 
used in the preparation of a PD program for use in WA hospitals are outlined. The 
chapter concludes with an overview of ethical considerations. 
4.2 Philosophical Stance 
The philosophical stance for this research is eclectic. Philosophical eclecticism 
has its origins with ancient Greek and Roman philosophers who attached themselves 
to no particular system. Instead they selected what seemed reasonable to them. The 
argument for following one single path is that each philosophical stance provides an 
entity and a coherence which is lost when diluted or combined with other philosophical 
stances (Hoefer, 2016). Others; however, refute this and suggest that eclectics simply 
choose what is suitable without blending (Fatić & Zagorac, 2016; Lodge, 1944) and 
argue that eclecticism is characterised as progressive and has a decisive impact on 
formation of new scientific outlooks (Secundant, 2016). Einstein (1944) in commenting 
on Bertrand Russell’s theory of knowledge and truth, acknowledged the very real 
problem of so tightly ascribing to a particular philosophy that it rendered the basis for 
‘scientific proofs’ unsupportable (Einstein, 1944).  
Lodge (1944) states, “What practical life requires is, then, a flexible philosophy, 
an attitude which can be rigorously realistic when realism is needed, idealistic when 
ideals are in order and pragmatic when the situation calls for social experimentation” 
(p. 89). 
The concept of research for the ‘practical life’ as outlined by Lodge in 1944 
continues to be reflected in modern calls for translational research in nursing aimed 
not at, “… research for research sake but rather for those projects that can be 
translated into practice to really make a difference by informing contemporary practice 
and models of care, that optimise recovery and the patient experience” (Redknap, 
2019, p. 12). 
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Creswell and Creswell (2018) argued that research ought to be based on agenda 
for action reform which has the potential to change the lives of participants. 
Reconciling different philosophical approaches is difficult. If philosophical eclecticism 
is to be used then the research must make the basis of the research clear (Fatić & 
Zagorac, 2016; Lodge, 1944). The research requires clear definitions so that the 
meanings may be understood by readers of the research project (Lodge, 1944). As 
Scotland (2012) states, it is important to understand philosophical assumptions of 
researcher and explain how these assumptions “relate to the researcher’s chosen 
methodology and methods, and how these assumptions connect to the findings which 
are presented” (p. 9).  
4.3 Methodology for the PD Research Project  
This research took place in the greater metropolitan regions of Western 
Australia. Seven master classes were presented between September and October 
2018 at five large metropolitan hospitals. One hundred and fifty nine nurses enrolled, 
101 nurses attended from eight different hospitals, 94 nurses agreed to participate in 
the research from which 84 surveys met the inclusion criteria. Of these 84 participants, 
thirteen nurses submitted a total of 55 individual RPJ submissions.  
4.3.1 Descriptive and exploratory study 
This is a descriptive and exploratory study as it describes a situation as it 
‘naturally happens’ (Burns & Grove, 1987, p. 243) and provides insights into how 
nurses attribute meanings to actions in context (Moore & Tierney, 2019) – what 
concerns them in relation to PD on caring nursing practice: a situation which has not 
previously been researched in the WA hospital context. Descriptive and exploratory 
designs vary in complexity (Cohen, Manion, & Morrison, 2011). This study uses mixed 
methods research. 
4.3.2 Mixed methods research 
Creswell et al. (2018) define mixed method research as a method which uses 
both qualitative and quantitative approaches in the same study. It is based on 
philosophical assumptions which guide data collection and analysis within the one 
study and by doing so it is felt that the researcher can achieve a more comprehensive 
understanding of the research problem (Creswell & Poth, 2018). 
Mixed methods are particularly beneficial in healthcare research as a broad 
range of methods are required to fully appreciate the complexity of the inter-related 
nature of the concepts being studied (Östlund, Wadensten, Kristofferzon, Häggström, 
& Högskolan, 2015). Secondly, mixed methods research enabled the researcher to 
select from amongst the tools of data collection rather than be restricted to the types 
of data collection typically associated with qualitative or quantitative research 
(Creswell & Creswell, 2018). Thirdly, the characteristics of mixed methods research 
were useful to the proposed research as they included: theoretical and paradigm 
pluralism; methodological eclecticism (ability to combine methods by selecting tools 
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which were most suitable for research questions); exploration of diversity at all levels 
of research; emphasis on continua rather than dichotomies; iterative approach to 
research; and, a tendency towards balance and compromise (Teddlie & Tashakkori, 
2012b). Fourthly, mixed methods research facilitates participatory involvement of a 
variety of key stakeholders which is said to facilitate identification of:  
(a)  Barriers and enablers to delivering health-related interventions in a 
variety of settings; 
(b)  Modification and adaptation of research interventions, such as the need 
for alternative formats or methods; 
(d)  Opportunities for development, testing and use of research tools and 
instruments, and; 
(c)  Research outcomes that are understood by service users and 
providers (Kroll, 2011). 
Fifthly, analysis in mixed method research needs to be as eclectic as the 
methodology in order to manage and integrate both qualitative and quantitative data in 
one study (Andrew, Salamonson, & Halcomb, 2008).  
4.3.3 Research design 
The research design “provide[s] plans, structures and strategies for … decisions 
… about method, procedure, source and type of data to be collected to assist the 
[researcher] to answer research questions systematically” (Wolf, 2012, p. 333). The 
question to be answered in this research is ‘To what extent can a professional 
development program can support caring nursing practice in Western Australian (WA) 
hospitals’? The design used in this research is depicted at Figure 4.1.  
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Figure 4.1 Research design 
The design depicts components of the PD, research interventions, data 
collection including sequence of data collection, method components, mixing of 
findings and analysis, and implications and recommendations. The synergistic 
approach can be represented diagrammatically without reference to Chapters (refer 
Figure 4.2). 
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Figure 4.2 The synergistic approach to the research design 
The synergistic approach is discussed in more detail below. 
4.3.4 Synergistic approach 
The synergistic approach, described by Hall and Howard (2008), is one which 
utilises “a set of core principles within a conceptual framework … [which] provides 
sufficient structure and direction while remaining flexible enough to respond to the 
applied real world” (Hall & Howard, 2008, p. 249). The conceptual framework for this 
research is shown diagrammatically (Figure 4.3). 
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Figure 4.3 Process of synergy - Core Principles as a means of mixing qualitative 
and quantitative paradigms 
(adapted from Hall & Howard, 2008, p. 250) 
 
The core principles of the synergistic approach include the: concept of synergy, 
position of equal value, ideology of difference, and approach of researcher.  
4.3.4.1 Application of core principles of synergy 
The concept of synergy in relation to mixing qualitative and quantitative methods 
is one where methods are combined (Green, Carcelli, & Graham, 1989) at all phases 
of the research process (Tashakkori & Teddlie, 2003), “within a single study or a 
program of inquiry” (Tashakkori & Creswell, 2007 p. 4).  Such an application enables a 
view or study of the social world (Green, 2007) on the understanding that “the 
combined effect (mixing methods) is greater than the sum of individual effects 
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(qualitative or quantitative alone), [where] we interpret ‘greater’ as ‘more than’ rather 
than ‘superior to’ …” (Hall & Howard, 2008, p. 251). The synergistic approach is 
suitable for research which is both descriptive and exploratory and uses both 
qualitative and quantitative data where qualitative data is both written and narrative 
and quantitative data is represented numerically (Wolf, 2012).  
This research is based on philosophical eclecticism (Fatić & Zagorac, 2016). 
Philosophical eclecticism enables the researcher to legitimately incorporate concepts 
from different paradigms relevant to this research (Teddlie & Tashakkori, 2012a): 
nursing, education and sociology. Each of these was discussed in the literature review 
(Chapter 3). The mixing of these theories occurred in line with the core principles of 
the synergistic approach (Hall & Howard, 2008). 
Two methods of data collection were used in line with accepted mixed method 
practice (Creswell, Plano Clark, Gutmann, & Hanson, 2014) - a survey and on-line 
reflective practice journaling. The survey allowed for the collection of qualitative 
comments and quantitative data. Additional qualitative data was obtained from online 
reflective practice journaling.  
Both qualitative and quantitative data analysis were undertaken separately with 
the mixing of analysis providing the overall themes and findings (Hall & Howard, 
2008). A position of equal value was adopted; this refers to a research stance of equal 
value of both quantitative and qualitative paradigms. In this way the research is based 
equally with neither paradigm taking precedence over the other (Hall & Howard, 
2008). 
Mixed methods, “allow[s] researchers to explore people’s lives” (Hall & Howard, 
2008, p. 267). This requires the researcher to have skills in qualitative and quantitative 
research. The planning, implementation, data collection and analysis may be more 
complex because of the number of data collection tools, activities and analytic 
techniques required. In a synergistic approach to mixed methods research the 
research is iterative and requires researcher reflexivity in the use of the core principles 
to mix methods and their connected theories, epistemologies, methodologies, 
methods and analysis (Hall & Howard, 2008).  
In establishing the trustworthiness of the qualitative component of the research 
the researcher considered credibility, transferability, dependability and confirmability 
(Lincoln & Guba, 1985). Techniques used to determine credibility of this research 
included: prolonged engagement and triangulation of – methods, sources, analysis 
and theory. Transferability will be determined through use of ‘thick description’ – 
description which includes context. Dependability and confirmability were assured 
through transparency of the research methods. In addition, aspects of the reflexivity of 
the researcher were explicitly included (Korstjens & Moser, 2018). 
In establishing validity of the mixed methods research the researcher considered 
the validity threats in relation to the type of design and approach used for the research 
(Creswell & Poth, 2018). The synergic approach to mixed methods research requires 
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consideration of validity threats and strategies to minimise the threats (Refer Appendix 
4). A summary of the key synergistic approaches used to maintain checks and 
balances in this research are summarised in Appendix 5. 
4.4 Research Techniques 
The phases of the research process used in this research are outlined below. 
They include: development of the program and research tools, feedback from an 
expert group about modifications to the program, the Master Class, use of the survey 
instrument, and reflective practice: 
 
 
Figure 4.4 Phases of the research 
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4.4.1 Phase 1: Development of PD program 
The aim of the research was to develop, implement and assess a PD program 
intended to support caring nursing practice in WA hospitals. The PD program 
comprised two components: a one-day Master Class (MC) and optional on-line 
reflective practice journaling (RPJ). 
In developing the program, the researcher considered literature from four 
theoretical perspectives as described in Chapter Three. The aim of the program was 
to enhance knowledge and skills which support caring nursing practice (Adamski, 
Parsons, & Hooper, 2009; Ng, 2017; Reid, Jones, Hurst, & Anderson, 2018; Wolf et 
al., 1998; Wu et al., 2006). 
Learning developmental theories of Bloom (Anderson & Bloom, 2001) were used 
in the development of the program to move learners from simpler levels of 
comprehension and knowledge through to complex levels of concept evaluation and 
creation (Vanderbilt University, 2020). This was supported by the use of Bolton’s 
(2001) three question critical thinking model to move learners at each stage of 
development based on Kolb’s concepts of stimulus and, engagement through to 
commitment (Kolb & Fry, 1974). 
4.4.1.1 Program content and delivery 
Sessions on ways of ‘knowing’ included analysis of emotions of feelings and 
techniques of reflective practice formed foundational knowledge from which to 
examine historical and theoretical foundations of caring nursing practice. As learners 
progressed through the developmental phases their understandings were then 
challenged by further exploration of ways of knowing which included the mind-body 
connection drawing into question the nature of what is learnt, how it is learnt and what 
may be innate. This challenge to thinking led into sessions about change: personal, 
organisational, professional and social with opportunities to reach Bloom’s (Anderson 
& Bloom, 2001) higher developmental levels of evaluation of concepts and the 
possibility that new concepts might emerge as a result of critical thinking and 
engagement. 
The first component of the program was delivered as a one-day Master Class. A 
mix of instructivist and constructivist teaching and learning provided learners with 
knowledge with which they could then critically engage. The second part of the 
program consisted of on-line RPJ. 
PHASE 1 
•   Development of the program 
•   Development of the research tools 
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4.4.1.2 Application of four underpinning theories  
Four theories were used to underpin the development, implementation and 
evaluation of the PD program. Their application in the development of the program is 
addressed below. 
4.4.1.2.1 Philosophy 
The aim of the study was to promote deep understandings through critical 
thinking about the theoretical knowledge and lived experience of caring nursing 
practice of participants. Towards this end the PD program was developed to instil a 
‘love of wisdom’ in line with the definition of philosophy (Kneller, 1964). It was not a 
theoretical wisdom but a practical wisdom in line with pragmatism found in successive 
nursing theorists from Nightingale to modern day (Watson, 2008). The PD program 
was developed using a pragmatic approach to developing caring nursing praxis in 
participants (Kemmis, 2010a; Ray & Turkel, 2014). This philosophical approach was 
used in the selection of content and teaching and learning methods. 
4.4.1.2.2 Nursing 
In order to stimulate participant’s critical thinking and exploration of the topic of 
caring nursing practice a session on socio-cultural historical foundations of modern 
nursing was provided. Examples of nurses as change agents were drawn from 
historical and modern WA nursing (Hobbs, 1980). Following this a presentation and 
exploration of caring theory and nursing research paved the way for further exploration 
of social and personal factors affecting contemporary caring (Dossey, 2010; Dymond, 
1950; Eastburg, 1994; Robertson & Kinder, 1993). An understanding that each 
participant was at different stage of their nursing development stage (Greenwood, 
2000; Masters, 2015; NSW Health, 2018) was important so that activities which 
enabled full participation irrespective of the stage of nursing development could be 
incorporated. For example, Activity 6 (Appendix 6 Workbook p. 30) is the beginning of 
a personal caring behaviours inventory (Wolf, 1986; Wu et al., 2006). The types of 
behaviours listed differ greatly between novice and expert, and also their 
consideration of the benefits (for the patients, the nurse, the organisation, the 
profession and society) of demonstrating caring nursing behaviours (Chen, Chang, & 
Pai, 2018). 
4.4.1.2.3 Sociology 
Sociological principles of structural functionalism and dynamic equilibrium 
(Theodorson & Theodorson, 1969) provided the basis for inclusion of sessions on the 
cultural context of nursing (Blake, 2017; Narayanasamy, 2002). Health care systems 
were examined in relation to cultural context in which they existed and then in terms of 
change within the system (Mehrolhassani & Emami, 2013; Mitchell, 2012). Change 
was viewed in terms of tensions within a system which constantly moves towards 
equilibrium and maintaining the status quo – albeit a new status quo in some 
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circumstances. The sociology of change and the way change is influenced by culture 
in which it exists (Boykin et al., 2013) was provided as a launching process for 
critically thinking about the individual’s role in nursing, the role of nursing as a 
profession and the capacity of nurses to influence their role and caring nursing 
practice (Ray, 1989). Advanced activities were also provided as extension activities for 
participants (see Appendix 6 Workbook Extension Activity p 50-53 - Reflecting on 
Recommended Organisational Change using a report by the WA Government into 
‘Absence of Compassion and Lack of Courtesy’).  
4.4.1.2.4 Education 
Several factors were considered in the development of the PD program: adult 
education; workforce diversity; organisational implications; affective/aesthetic and skill 
dimensions of caring nursing practice; and, education evaluation.  
First, PD as a form of adult education is required by AHPRA for registration as a 
nurse, so the PD program needed to meet the education requirements set down by 
AHPRA if nurses were to use these PD hours towards their registration (AHPRA, 
2015, 2016a, 2016c; ANMF, 2016; Nursing and Midwifery Board of Australia, 2016). 
Second, learners were drawn from the entire hospital nursing workforce and 
represented a variety of developmental stages both personally and professionally. All 
professional levels were represented in the one MC: ‘novice’ through to ‘expert’ 
(Benner, 1984). The MC was designed to meet a range of educational readiness and 
to provide activities which could be done by all participants simultaneously within the 
one class.  
Third, as has been discussed in previous chapters, paid or supported PD is 
directly influenced by the organisation’s priorities and budgetary and staffing 
commitments to PD (North Metropolitan Health Service, 2019). To address these 
workplace demands the MC was limited to a one-day intensive program. This also 
meant that there were supported and unsupported learners within each MC.  
Fourth, caring has both affective and skill domains in caring nursing practice and 
therefore required teaching and learning suited to higher order thinking (Chen et al., 
2018; Siles-González & Solano-Ruiz, 2016; Yildirim & Ozkahraman, 2011). The 
workshop plan (Appendix 7 Workshop plan) is based on theories of learning and 
principles of adult learning discussed in previous chapters. The teaching learning 
approaches are incorporated in the program. They included constructivism and critical 
thinking. 
Constructivism has as its central idea that learning is constructed; that 
knowledge at one level forms the foundation for new knowledge at the next level and 
that this knowledge results from interaction of individuals between each other and the 
society in which they exist (Barton, Bruce, & Schreiber, 2018; University of Sydney, 
2017). The PD program was designed to facilitate this by understanding that the 
learning is an active process which requires engagement with knowledge and with 
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others in order to construct new knowledge (learnings within the individual). Teaching 
was seen as a facilitating role: a role which provided stimulus; encouraged 
engagement; and, then commitment (Barton et al., 2018; de Tornyay & Thompson, 
1982). Learners were seen as active participants – questions during theoretical 
presentations were encouraged, group and individual activities were provided to 
support integration and creation of new learning. Experiential learning (Kolb, 1984) in 
the program was supported in the MC by the use of story, case studies, PowerPoint 
presentations, audio-visual snippets and resources to provide opportunities: to 
experience new information, for reflection, abstract conceptualisation (the modification 
of previously held knowledge and beliefs about caring nursing practice), and active 
experimentation with new ideas in activities such as formulating definitions and caring 
inventories and care planning. Some participants took the opportunity after the MC to 
explore learning in a practical sense in the clinical setting and these additional learning 
opportunities were recorded in the RPJ component of the program. 
Critical thinking is developed in the context of reflective practice in the PD 
program (Chenoweth, 1998; Price & Harrington, 2010; Siles-González & Solano-Ruiz, 
2016). The nursing process is based on the scientific process. Both utilise critical 
thinking. Reflective practice aimed at praxis requires more than critical thinking 
(Asselin & Fain, 2013), it requires aesthetic and creative skills associated with higher 
order thinking (Spadoni, Doane, Sevean, & Poole, 2015). In order to facilitate higher 
order thinking the nurse participants needed to be able to reflect on the role of their 
own thinking and how it affects their actions (Atkins & Murphy, 1994; Cornwell, 2011; 
Hills & Watson, 2011) – refer Figure 4.5. 
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Figure 4.5 Reflective practice in nursing 
(Atkins & Murphy, 1994, p. 49–56) 
Three educational theorists were used in preparing material for the MC: Bolton, 
Kolb and Bloom. Maslow, a psychologist whose work had educational implications 
was also considered. 
Bolton, Kolb, Bloom and Maslow’s theories are considered for their relevance to 
this research.  As discussed in the previous chapter, Bolton’s three questions step 
(What? So What? What Next?) to reflective practice is used as a tool within teaching 
and learning experiences. Kolb’s cyclical process of concrete experience, reflective 
observation, abstract conceptualisation, and active experimentation were all 
considered in the development of the MC and encouraged through teaching materials 
and individual and group activities. Bloom’s revised taxonomy was utilised by the 
researcher during the MC and at RPJ in the form of prompts to encourage learners to 
move along two continua from simple to complex and from abstract to concrete at 
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each of the seven categories: remember, understand, apply, synthesise, evaluate and 
create (Anderson & Bloom, 2001). This requires a skilled educator when the class has 
participants with differing educational and experiential backgrounds (McAllister & 
Flynn, 2016). 
Critical thinking and reflective practice were both taught and practiced throughout 
the MC. Ways of becoming critical through reflective practice (Carr & Kemmis, 1986) 
were introduced early in the MC. Concepts of reflective practice were taught in the first 
session with activities such as ‘Why I went into nursing’ aimed at engaging 
participants followed by exercises about reflecting on emotions experienced during 
nursing care. This engagement was followed by optional extension work for those 
expert practitioners who may want personal and epistemological frames of reference 
from which messages are drawn and, from meta-messages which emerge (Appendix 
6 Workbook p. 6-16). 
Action research as a form of critical thinking in social change is covered towards 
the end of the MC (Kemmis, 1993; Kemmis, 2005; Kemmis, 2010a) as it requires 
complex thinking, synthesis, and evaluation of previous knowledge. The relationships 
of action research, critical thinking, the scientific process and the nursing process 
(Orlando, 1972) are also used in the MC to create links between known knowledge as 
a stimulus for engaging and critically thinking about the ways in which nurses 
traditionally think and practice critical thinking and how this knowledge can be used to 
develop new understandings about caring nursing practice care plans (Appendix 6 
Workbook p. 39-43). 
Practice in the use of critical thinking was used to establish and engender habits 
of critical thinking through activities and exercises aimed at embedding knowledge and 
practice throughout the day. The synergistic approach to MC development is depicted 
at Figure 4.6.  
 
Figure 4.6 From practice to praxis  
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When considering the application of educational concepts to the development of 
a PD program for nurses it is important to keep in mind that more complex thinking 
may be needed and desirable. Sessions may include a mix of teaching and learning 
approaches where the PD program includes learner’s at all developmental stages. 
This PD program had to cater to a class of mixed development and required an 
approach which is supportive of critical thinking.  
Evaluation of effectiveness of this PD for nurses involved pre-test post-test 
measures (O’Shea et al., 2011; Wangensteen et al., 2012). Principles on the 
evaluation of a PD from the literature in other fields which are directly transferable 
were also used. This research also used the INSPIRE approach described in the 
literature review (Richardson & Díaz Maggioli, 2018). The research tools used to 
determine the extent to which a PD program can support caring nursing practice are 
discussed below.  
4.4.1.3 Development of the research tools 
The research tools for the project were used to collect the following data: 
demographic data, and knowledge levels related to self-efficacy and caring-efficacy. 
The research tools which also formed a component of the evaluation of the PD were 
qualitative and quantitative. Data were gathered from: 
 A survey immediately prior to the MC (T1) to determine base line levels of 
knowledge, self-efficacy and caring-efficacy and immediately post MC 
(T2) and then after all RPJ was complete (T3). 
 An online RPJ was an optional extra. 
4.4.1.3.1 Survey 
As caring is a difficult and elusive concept (Beck, 1999) the survey comprised of 
a comprehensive group of questions: participant’s background, knowledge, and skills; 
self-efficacy and a Caring Efficacy Scale (CES). The CES is an existing instrument 
which has been incorporated into this survey (Reid et al., 2015). The participant 
survey was designed to facilitate the determination of the extent to which a 
professional development program can support caring nursing practice in Western 
Australian hospitals.  
The Master Class was based on five inter-related assumptions which inform the 
development of the survey: 
1. “Caring is multi-dimensional 
2. The potential to care is present in all individuals 
3. Caring can be learnt  
4. Caring is quantifiable” (Nkongho, 1990, p. 6) 
5. Caring can be taught (Martin, 2015; Watson's Caring Science Institute, 
2019). 
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Education in the form of a PD program on Caring Nursing Practice has its 
limitations because of the inter-related nature of the dimensions of caring nursing 
practice. There are factors, such as socio-demographic factors and organisational 
factors, which are beyond the bailiwick of professional development. These need to be 
considered when evaluating the extent to which a professional development program 
can support caring nursing practice in WA.   
The survey aims to understand the educational impact on precursors or 
antecedents to caring which may pre-exist in participants. These include: 
1. Motivation. 
2. Educational gains in knowledge and skills related to caring nursing practice. 
(Such gains will be determined by measuring the difference in pre and post 
session assessment.) 
3. Self-efficacy: “What I can do in this circumstance?” 
4. Perceptions about the link between time and learning. 
5. Caring efficacy: perception about ‘who I am’. 
Antecedents have been cross referenced to survey questions and Watsons’ ten 
Carative Factors in Table 4. 
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Table 4.1 Antecedents to caring by survey question and carative factors 
Information 
required 
Description 
Watson’s 
Carative 
Factors 
Antecedent and pre-requisites for caring – Demographic   
Personal Maturity and life experience as indicated by 
Age  Q2 
Marital status  Q6 
Self-awareness as indicated by 
Motivation to work  Q15 
Motivation to continue nursing  Q16 
Motivation to care  Q17 
Sense of emotional drain-rejuvenation Q14 
 
 
 
1, 2, 3, 4, 5, 8, 
10 
Professional Professional maturity 
Insight into caring  Q16 
Educational preparation  Q10, 11, 12 Q18-21 
Number of years in profession Q7 
 
 
6, 7, 8, 9 
Cultural Predisposition may be affected by: 
Gender  Q3 
Cultural heritage  Q4 
Languages spoken  Q5 
Religious or spiritual beliefs Q8-9 
Experience with ‘alternative’ therapies  Q21 
 
 
 
1, 2, 3, 4, 5, 8, 
9, 10 
Antecedent and pre-requisites for caring – Organisational   
Organisational Capacity to care may be affected by: 
Type of organisation  Q29 
Sense of autonomy  Q30 
Length of stay in an organisation.  Q31 
Approach to nursing care  Q32 
Nursing category and field of practice Q33 
Colleagues demonstration of caring  Q34 
Responsibility for caring 
HR issues 
Selection criteria  Q35 
Appraisal including caring  Q36 
Caring at induction  Q37 
PD opportunities on caring  Q38-40 
 
 
 
 
7, 
Antecedents and pre-requisites for caring  
Caring Efficacy 
Scale 
A care givers belief about their ability to  
‘express a caring orientation and develop caring  
relationships with … patients’ Q53-80 
 
Self-Efficacy Comparison of self-efficacy related to 
How good they are at their work  Q18-22 
How caring are they in their work   
 
5, 6, 7 
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Information 
required 
Description 
Watson’s 
Carative 
Factors 
Antecedent and pre-requisites for caring – Education: Knowledge and skills   
Data used to 
determine 
difference before-
after surveys = 
Learning 
objectives 
Has there been a difference in participants: 
Definition of nursing   
Definition of heal   
Definition of cure   
Difference between heal and cure   
Definition of caring   
Ability to list 4 reasons caring is important   
Understanding the link between caring and patient outcomes 
Understanding of knowledge, attitude/ behaviour required for 
caring nursing   
Understanding the link between caring and organisational culture 
Understanding society plays a role   
Understanding of change theory   
Ability to develop a change plan  
Understanding of the nursing process   
Understanding of the role of the mind   
Understand and engage in praxis   
 
 
 
 
 
 
 
 
1-10 
 
The survey instrument was developed using acknowledged survey development 
practice (Seaman, 1982) and validity was guided by the literature review and 
interviews of expert nurses. Expert nurses were considered to be those with more 
then 10 years of experience, and who held a postgraduate qualifications relevant to 
the research, and were either at a senior or executive clinical or academic level. 
Surveys were used to gather qualitative and quantitative information from MC 
participants involved in the research to support understandings about caring nursing 
practice.  
The survey examined personal, professional, organisational and cultural factors 
shown to have a direct impact on caring nursing practice. At the pre-MC survey (T1) it 
served to stimulate workshop participant engagement with questions related to caring 
such as: (i) understanding of key terms - health, healing, care, cure; (ii) an 
understanding of the theoretical underpinnings of caring and (iii) understanding of 
aspects affecting the ability to care such as: personal, professional, organisational and 
cultural factors.  Some of these factors may be for example: personal history and 
motivation, participants’ perception of their own effectiveness as a nurse, 
understanding of patient needs, the impact of work and organisational culture, and the 
impact of society on a nurse’s ability to care. The survey provided the participants with 
an opportunity to think about their own caring inventory and personal, professional, 
organisational and cultural impacts on caring. 
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For the researcher, the background data was used to determine if the groups 
were reflective of the WA nursing population. Background data was also used to 
examine relationships between background data such as: knowledge and skills, self-
efficacy and the CES.  
Research by Reid (2018) was found on the relationship between background 
and caring efficacy in the Australian context. This research showed a relationship 
between caring efficacy and years of experience and marital status (Reid et al., 2018). 
The expert panel for this research found the question on marital status to be intrusive. 
The Master Classes also coincided with the marriage equality debate (same gender 
marriage) which generated enormous amounts of discussion and controversy in 
Australia. Due to these factors the question was removed  
The Caring Efficacy Scale (CES) is used to determine participants caring 
efficacy, that is their perception of their ability to respond to “I can do this” in relation to 
caring nursing practice. The CES has been tested for reliability and validity in Australia 
(Coates, 1997). It was developed by Coates in 1997, and later modified by Reid et al. 
after testing of the psychometric properties of the scale (Coates, 1997; Reid et al., 
2015). The CES was included as one component of the survey.  
The CES (Coates, 1997) consisted of 30 items on a 6-point Likert scale. Higher 
numbers indicate higher levels of self-efficacy. The Coates’ (1997) sample consisted 
of two samples. The first had 144 nursing students: in their final semester (n=83), 
masters students (n=51) and doctorate students (n=10). The second had 850 
graduates of different levels: baccalaureate (n=453), masters (n=387), doctorate 
(n=10). 
Reliability was assessed for internal consistency using Cronbach’s alphas for the 
total CES on two forms. Form A (earlier version) and Form B had the same content; 
however, Form B had a balance of positive and negative items. Cronbach’s alphas 
were 0.85 and 0.88 respectively (Coates, 1997).  
Construct validity was originally determined by use of an expert panel (known 
groups technique) comprising faculty associates at the University of Colorado’s Centre 
for Human Caring, checking for congruence with Watsons carative factors. At that 
point, no “tests of statistical significance were conducted due to different sample size” 
(Coates, 1997, p. 56). Validity was also determined using Pearson’s correlation 
between the CES and a recognised valid and reliable scale, the Clinical Evaluation 
Tool (CET). Concurrent validity was assessed by testing the relationship between the 
measures of ‘caring’ on the CES and the measures of ‘clinical competence’ as 
determined by the CET (Coates, 1997, p. 57).  
The CES instrument had been assessed to be reliable and to have content and 
concurrent validity (Coates, 1997; Reid et al., 2015). Further testing of the 
psychometric properties of the CES was conducted by Reid et al. (2015) using 
Registered Nurses (RNs) in Australia who determined construct validity for the 
Australian setting.  
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Given expert analysis of the scale in the Australian setting the plan for this 
research was to use the 28 items of the CES determined to be valid in the Australian 
setting across two factors: (1) Confidence to care (CtC) – 14 items and (2) Doubts and 
concerns (DC) – 14 items with equal numbers of items weighted positively and 
negatively. After a review by the expert panel for this research (see 4.4.2 for details) 
the first two items were removed for the WA context as the panel felt the wording was 
confusing and the first question was unduly negative: 
1. I do not feel confident in my ability to express a sense of caring to my 
clients / patients. 
2. If I am not relating well to a client / patient, I will try to analyse what I can 
do to reach him / her. 
The CES may indicate a nurse’s potential to have an impact on the quality of 
patient care as confidence in providing care is correlated with nurses practice 
behaviours (Manojlovich, 2005). Therefore, if caring efficacy is high it may in turn 
affect the quality of patient care provided. 
The CES is based on the spirit of Jean Watson’s theory of Human Caring 
Science (Watson, 1979). The instrument provides educators with baseline data on 
their perception about their ability to care ‘I can do this in this situation’ (CES). The 
CES can provide a snapshot of the participants ‘mind-set’. There is, however, an 
appreciation between what participants are able to do and what they think they can 
do. Actual ability does not always match perceived ability. Some participants may feel 
ill prepared to care whilst at the same time demonstrating a relational ability to care. 
The difference between CES scores at the three time intervals is of interest to the 
research as T2 and T3 scores may be able to determine differences attributable to 
education.  
Information from the participant survey was supplemented by data from reflective 
practice journaling.  
4.4.1.3.2 Reflective practice journaling 
RPJ did not have a tool; however, the practice of RPJ itself is considered a tool 
for reflection and learning (Mezirow, 1991; Silvia, Valerio, & Lorenza, 2013). 
Participants learned about and experienced different forms of reflection - about 
different aspects of nursing in the MC. Those who consented to participate in RPJ 
were sent an introductory e-mail (Appendix 1 Personal communications) outlining 
broad parameters and approaches to reflection. 
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4.4.2 Phase 2: Feedback from expert group  
A small expert group consisting of senior nurses from education, research and 
executive reviewed the program for face validity.  Nurses were invited and responded 
via e-mail. The expert group attended a pilot of the one-day MC. They were provided 
with copies of all materials: survey (Appendix 8), workbook (Appendix 6), and 
PowerPoint presentations (Appendix 9). The aim of the pilot MC was to gain insights 
from a small group of nurses about the program and to provide the researcher 
opportunity to trial the program and review any flaws, or flow issues or presentation 
issues which might be ironed out prior to the hospital MCs. 
At the commencement of the pilot MC the researcher introduced the purpose of 
the pilot. Throughout the session experts commented and had discussions on the 
survey instrument, PowerPoints, and workbook. In addition, they commented on: the 
flow of the day, the build of information throughout the day, the nature and 
engagement with activities and suitability for the WA hospital context. The researcher 
made notes throughout the day and cross-checked for accuracy and omissions with 
the expert group throughout and at the end of the day. There was consensus that the 
program was needed, filled a gap in current offerings and was engaging and of high 
quality. 
Comments and suggestions on the Master Class and workbook included: 
 Keeping PowerPoint slides in black and white mode where possible for 
clarity. 
 Reduce the number of slides relating to the research – especially the 
methodology and ethics components. 
 Increasing the use of the mindfulness bell throughout the day. 
 After debate on messages in the YouTube ‘We are bringing nursing back’ 
the group decided that the analysis of messages was a useful activity and 
therefore it ought to be kept in the presentation. 
 They enjoyed the activities although there were quite a few and the choice 
of number and type activities should be flexible to allow for timing and 
tailoring to specific group needs. 
 Use the workbook as a supplement to PowerPoint presentation and 
explain that some of the activities may be used by participants as 
extension activities after the MC. 
The expert group was also used to review the survey. Due to the small expert 
group (N=8) it was not considered statistically feasible to test for reliability of the 
knowledge component. Rather the expert group looked at this component of the 
survey in its educational context to ensure it covered knowledge taught and explored 
PHASE 2 
•   Feedback from expert group: program vaidity and reliability testing of  survey 
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within the MC. They also examined this component of the survey for clarity and ease 
of completion.  These were their comments on the survey tool: 
 The length of the tool was a concern; however, after discussion it was felt 
that the tool prepared participants for engagement with MC concepts and 
that the opportunity to survey nurses on caring nursing practice in WA 
should not be missed.  
As noted previously 
 Two questions on the Caring Efficacy Scale (CES) were considered very 
negative especially as they were the first two questions on the scale. 
 There was objection to the demographic question on marriage status and 
felt that it was outdated and insulting. 
 
4.4.3 Phase 3: Modify program and/or tools as a result of phase 2 
As a result of the feedback the following changes were made to the MC: 
 Increase in the number of black and white slides with colour slides added 
as dividers between topics. 
 Reduction in methodology and ethics slides. 
 Change to the introduction to the MC to remove some of the visual (PPT) 
information on ethics and research processes prior to consent and to 
include information about the use of the workbook throughout the day. 
 Experts expressed the feeling that the pre-MC survey felt like an exam 
and that they wanted to spend more time on the survey to make sure they 
wrote the ‘correct answers’.  
As a result of feedback, the survey tool itself was modified as discussed in 
Phase 3. 
 
PHASE 3 
•   Modify program and/or tools as a result of phase 2 
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4.4.4 Phase 4: Commencement of the PD program 
The following are considered below: site selection, participant selection, 
recruitment, and implementation. 
4.4.4.1 Participant and site selection 
A convenience sample of Registered Nurses (Division 1 and 2) on the AHPRA 
register was drawn from hospitals in the Perth greater metropolitan region of WA. A 
convenience sample is one which represents a population and allows for descriptive 
statistics (Jaeger, 1983). This sampling method is commonly used in health where 
there are widely distributed populations (Mansour, Skull, & Parker, 2015; Papastavrou 
et al., 2012). The rationale for this non-probability sampling is discussed below 
(Shafwan, 2014).  
4.4.4.1.1 Site selection 
Site selection is one of the practical reasons convenience sampling was used. 
The greater Perth metropolitan region is where all the tertiary hospitals in WA are 
located. These hospitals provide a broad cross-section of the nursing population in 
WA (Government of Western Australia, 2018c) and are within easy travel distance of 
one another when compared to rural and remote nursing in the state (West Australian 
Country Health Service, 2017). 
All tertiary hospitals, private hospitals and private-public partnership hospitals 
were invited to participate (Appendix 1 Personal communications). Hospitals were 
invited based on their size which is an indication of the number of nurses employed 
and the variation in specialty services they provide and willingness of the NES 
department to host the research. Hospitals self-selected and were included if state or 
organisational ethics and research governance approvals were obtained.  
4.4.4.1.2 Participant selection 
Invitations to participate in the PD were sent to all nurses via Nursing Education 
Services. Nurses self-nominated to attend the PD. The numbers and categories of 
staff attending the PD Master Class varied from hospital to hospital due to staffing and 
organisational constraints. The PD MC was available to all categories of nurses: 
nursing executive, professional development staff, senior nurses, clinical nurses and 
registered nurses. All staff attending the MC were invited to participate in the research. 
Not all accepted the invitation. 
As a result of attendance, some word of mouth recommendations resulted in 
snowball sampling, that is, nurses referred other nurses to attend (Shafwan, 2014). 
This was supported as recruitment strategies enabled nurses to attend at whichever 
MC date or venue suited. 
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4.4.4.2 Recruitment 
Recruitment was from hospitals in the Perth greater metropolitan area of WA. To 
maximise spread seven Master Classes were conducted at five metropolitan hospitals: 
two hospitals allowed for a repeat MC to be held at their facilities to maximise 
attendance. 
The hospital staff recruitment process was the same irrespective of category of 
hospital from which staff were recruited. The process is diagrammed below (Figure 
4.7): 
 
Figure 4.7 Process for hospital staff recruitment 
The senior nurse responsible for NES organised to send out information 
regarding the PD and research through standard hospital processes for advertising 
PD. In all except one case the hospitals had an e-mail group accessible by senior 
nurses for communication to all nurses. One hospital did not have an e-mail 
distribution list which contained all nurses and their advertisement relied on senior 
nurses at each ward or department distributing information to staff via posters 
(Appendix 10 Advertising poster). The response process for all nurses was the same; 
however, for those nurses not able to access the invitation electronically there was the 
added burden of copying the web address and typing it into a search engine. Hospital 
staff were able to attend any of the seven MCs. Some staff reported that they 
deliberately elected to attend at sites other than where they worked. 
4.4.4.3 Commencement of PD program 
The PD program comprised two formal components: the MC and RPJ.  
Nursing 
Education 
Services  
•Following approval for MC and research 
E-mail or Poster 
invitation to all 
nursing staff  
Interested staff 
register on line 
via Eventbrite 
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4.4.4.3.1 Pre-Master Class: Participant information, consent and survey 
The MC was presented on seven occasions between September and October 
2018. A total of 90 participants attended the MC with class size ranging from eight to 
26. The format for the day followed the same pattern each time: 
1. Participants arrived and signed in. This is a requirement should there be a 
need to implement evacuation procedures and, to meet certificate of 
attendance requirements and NES record keeping. Hospitals were 
informed of names of staff attending the site. At the completion of all MCs, 
hospitals were informed of all their staff attending MC’s. Hospitals were 
not provided with a separate list identifying which staff participated or did 
not participate in the research. 
2. Participant information sheet and consent forms were distributed. Consent 
forms included options to participate in:  
 Master Class including pre and post MC surveys 
 Reflective Practice Journaling and post RPJ survey 
 Post MC survey after eight weeks. 
3. Description of research and consent. Participant information included 
methods for maintaining confidentiality: coding of participants for de-
identification and process for making the codes non-re-identifiable on 
completion of the research. Forms were turned upside down and collected 
for each group/table and grouped together for the class so that privacy 
could be maintained. 
4. The pre-MC survey was introduced (with emphasis that it was not a test 
and those not consenting would not have their information recorded as 
part of the research).  
5. The pre-MC survey was taken by participants. The survey could be taken 
electronically or in paper format. Some hospitals provided a computing 
laboratory where staff were able to use either format. At other hospitals 
laptops were provided for staff use. One hospital could not provide access 
to computers and staff completed the paper-based survey form. 
4.4.4.3.2 Master Class 
The Master Class (MC) was presented as recommended by the expert 
reviewers. Throughout the MC critical reflection supported engagement with positive 
and negative emotions surrounding caring nursing practice. At the end of the MC, 
participants were thanked for attending and reminded that attendance certificates 
would be emailed to the registration e-mail. Participants were able to change their 
preferred email address. Additionally, for those participants who had consented to 
RPJ, information was provided regarding the e-mail sent to them to provide contact 
information for RPJ submissions.  
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4.4.4.3.3 Post-Master Class: Surveys and reflective practice journaling 
The post-MC survey was taken at the completion of the day. It should be noted 
that surveys took some participants an unexpectedly long time to complete. The 
classes at some hospitals had enormous diversity in the nurse population attending. 
Although diversity was anticipated, the difference between novice and expert 
practitioner was much greater than expected. A proportion of nurses attending had 
English as a second language and the questions for some of these participants 
indicated a level of understanding lower than expected from Australian university 
graduated nurses. These nurses conversed among themselves in order to answer the 
questions and said they were embarrassed at the length of time they took to complete 
the pre MC survey. The researcher demonstrated caring and understanding and was 
responsive to these participants explaining questions and encouraging them to take 
their time; however, it was worth noting the English as a Second Language (ESL) 
issue was a possible confounding factor in later analysis and future PD planning. 
After the MC the researcher: 
 Collected the attendance list and electronically entered names for 
distribution to NES for record keeping purposes. 
 Checked all consents by using the filter function of Excel to eliminate 
names of MC participants not consenting to participate in the research. 
 Noted components of consent (MC only or MC & RPJ) against participant 
name and allocated a code. 
 Used the filter function on Excel to generate an RPJ list and cross-
checked e-mail addresses. 
 Prepared draft certificates of attendance for distribution after all RPJ had 
been completed (Appendix 11 Certificates of attendance). 
 Followed up with those MC participants consenting to participate in RPJ. 
Reflective Practice Journaling (RPJ) was consented to by a small group of MC 
participants.  
 
4.4.5 Phase 5: Continuation of PD program – on-line RPJ 
Each of those participants who consented to participate in RPJ was sent an 
introductory email (Appendix 1 Personal communications). For each RPJ submission 
the researcher responded, providing encouragement to continue and suggestions for 
ongoing reflective practice. 
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Four RPJ participants completed six reflections; however, they were not always 
in consecutive weeks due to workload or leave entitlements. A further nine RPJ 
consented participants completed between one to three reflections and three 
completing none. In total 55 reflections were submitted. 
Online journaling was used as a method of remaining in contact with participants 
and to provide encouragement to complete as well as to provide feedback on 
reflective practice journaling as a technique for personal and professional growth in 
the area of caring nursing practice. Some participants introduced their reflections and 
had e-mail ‘conversations’ about their work or family commitments and their impact on 
the RPJ activity while others simply emailed the RPJ for that week. On a couple of 
occasions one participant submitted more than one reflection in the week.  
 
4.4.6 Phase 6: Conclusion of PD program – Post-program survey  
After all RPJ reflections had been completed, research participants were emailed 
invitations to be re-surveyed (Appendix 1). The email contained an on-line link to the 
survey. Three reminders were sent to encourage uptake. After three reminders the 
researcher determined that uptake saturation had been reached. 
4.4.7 Summary of research phases 
The six research phases described above were designed to describe research 
techniques used to ensure the researcher met the rigorous established research 
methodology for mixed methods research including:  
 Selection of a research design which would support answering the 
research question during analysis; and, 
 The development of research tools: PD program, survey and interview 
guide. 
A further consideration in meeting rigorous research methodology was the 
ethical use of research.  
4.5 Ethical Considerations 
Research in health is governed by strict ethical considerations. Ethical standards 
are set to ensure national understanding of acceptable ethical standards in research 
(Government of Western Australia, 2019a) and adherence to the National Statement 
on Ethical Conduct in Human Research is required (National Health and Medical 
Research Council, 2018). The process of ethics approvals and access to hospital staff 
was complex. This research required access to both government and non-government 
hospitals thus requiring two different ethics applications.  
PHASE 6 
•   Post-Master Class survey after all reflective practice completed 
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4.5.1 Ethics approval 
The ethics approval process for a PhD research project begins with university 
ethics approval. This occurs first at the School level and then at the university level. 
Once the PhD is underway the researcher is then required to gain ethics approval 
from the organisations in which the research is to take place. This research took place 
at government and non-government hospitals. The process is similar for both 
organisations. The Government Health process is summarised in Appendix 12 
(Government of Western Australia, 2019a). 
In order to gain access to hospital staff there are two additional steps requiring 
consideration of ethics. The hospital executive is required to authorise the research as 
part of the submission process through the Research Governance Services (website 
and each hospital’s Research Governance office is also required to consider the 
ethics applications as part of their determination of whether the research can be 
conducted at their particular hospital) (Government of Western Australia, 2019a). This 
process is provided in Appendix 13. There were nine approvals necessary to gain 
access to the four public hospitals. 
This situation is similar for private hospitals. In addition to each hospitals Human 
Research Ethics Committee (HREC) approval, a sign-off by hospital executive was 
also required. One private provider approved the ethics application for all their 
hospitals; however, only one of their three hospitals in Perth approved research 
access within their hospital. Approval notifications from the HRECs are attached 
(Appendix 14 Ethics approval notifications). 
4.5.2 Participant information and informed consent 
Informed consent requires that participants have sufficient information and time 
to fully consider the research project. The participant information form (PIF) provided 
information in a language suited to the audience (Appendix 15). It included information 
about the authorisation to commence research, the research itself, the commitment of 
the participant, the risks and benefits, how confidentiality is maintained – including 
security of data, what will happen to research data after the project, what recourse 
participants have to withdraw and lodge a complaint. The consent form was also 
presented in a language suited to the audience and allows for separate consents to 
different parts of the research (Appendix 15).  
4.5.3 Benefit and risk 
This proposal was presented to The University of Notre Dame Australia HREC 
as a low risk application after a thorough risk analysis was conducted. A negligible risk 
emerged of emotional distress to staff because of reflecting on caring and the lack of 
caring in nursing at the MC or during RPJ. All hospitals have access to confidential 
staff counselling and participating staff have access if needed. The risks were 
addressed to ensure informed consent. 
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The potential benefits and risks were included in the PIF and addressed prior to 
the MC. This was important as this research into caring nursing practice considered 
both affective and practical components of caring and encouraged critical reflection of 
past experiences.  
4.5.4 Privacy and confidentiality 
It is important to note that privacy and confidentiality are required for both the 
participant and the hospitals participating. Privacy and confidentiality are of particular 
concern where nurses are asked to provide personal information and where data 
analysis included measures of caring. Privacy and confidentiality were addressed on 
the PIF and also prior to the commencement of the MC, in order to ensure participants 
knew that no identifiable information would be used in any subsequent publication of 
the research. Attendance lists at the MC was for NES record-keeping and that 
hospitals would not be informed about who did or did not take part in the research. For 
those participating in the research, assurance was provided that individual results 
would not be given to hospitals – that an executive summary of aggregated results 
would be provided and that this would also be e-mailed to research participants. Most 
importantly security of data as a means of ensuring privacy and confidentiality was 
addressed. 
4.5.5 Security of data 
Data security is an important part of maintaining privacy and confidentiality. The 
used process for this research is diagrammed below: 
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Figure 4.8 Data security 
4.5.6 Conflict of interest 
Under the National Statement (National Health and Medical Research Council, 
2018) a conflict of interest is to be declared if there is unequal power between 
researcher and participant. The National Statement specifically states that coercion 
and pressure are unethical (s2.2.9), and that were unequal relationships exist the 
researcher should take steps to minimise the potential detrimental effect (s4.3.2) 
(National Health and Medical Research Council, 2018). Unequal relationships are 
presumed in educator student and researcher participant roles. These were 
recognised in the ethics application. The research did not compromise the voluntary 
character of the participants’ decision as the researcher/educator had no authority 
over the participant. The educator/researcher was not employed by any of the 
hospitals, and the participating hospitals did not have access to the names of any of 
the staff participating in the research. At each of the HRECs these undertakings were 
seen to meet ethical requirements of each institution. 
Data 
collected 
•Names exchanged for unique identifyer number. 
Separation 
of Lists (A) 
•The master list with name and unique identifier number printed and held in securely locked filing 
cabinet at university in office of principle supervisor, only accessible by supervisors unless 
required by law. 
Separation 
of Lists (B) 
•A working list with only unique idenfityer number  will be used by the researcher in accordance 
with ethics approval. 
Electronic 
Data 
•Stored in a password protected computer only used by the researcher and only shared with 
supervisors via a WA Health approved flash drive.   
Supervisor 
Access to 
Data 
•Supervisors will access electronic data via password protected computers.  Paper master sheets 
will not be accessed unless required to audit data or as required by law. 
After 
completion of 
research 
•Master list with names linked to unique identifyer number will be destroyed rendering the data 
permanently  'non-re-identifiable'. 
•Electronic permanently non re identifiable copy of the data will be held at the University of Notre 
Dame University for a period of 10 years after which it will be permanently deleted / destroyed. 
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4.6 Chapter Summary 
This chapter described the methodology of the research. It included the selection 
of the research design, a description of the study and an outline of mixed methods and 
provided detail of a synergistic approach to mixed methods research. 
The phases of the research were clearly outlined including: development of the 
PD program, feedback from an expert group with follow up modifications, 
implementation of the MC, use of surveys at three time intervals, and use of on-line 
RPJ. 
The chapter concluded by providing a description of the ethical considerations of 
the research including: approval processes and, participant information and consent 
procedures. Details of benefits and risks, privacy and confidentiality, security of data 
and conflict of interest were covered in more detail. 
Once implementation of the program was completed the researcher was able to 
focus on data analysis. This analysis will be explored in Chapters 5 Quantitative data 
analysis, Chapter 6 Qualitative data analysis and Chapter 7 Comparison of findings. 
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Chapter 5: SURVEY—ANALYSIS AND FINDINGS 
5.1 Introduction 
The previous chapter described the methodology for this mixed method study. 
This chapter will provide analysis and description of qualitative and quantitative data 
obtained from the survey. This chapter overviews data in the following groups: 
demographic, employment as a nurse, education, knowledge, self-efficacy and Caring 
Efficacy Scale (CES) data. It presents both quantitative and qualitative data drawn 
from the survey across three time intervals (T1, T2, and T3). 
 T1 Pre-Master Class (Pre-MC) 
 T2 Immediately post-Master Class (Post-MC)  
 T3 Post-MC and after all reflective practice journaling (RPJ) completed.  
The survey included both open ended and closed questions. Some questions 
provided opportunity for comment by the respondent. The survey also included Likert 
scale questions where relevant.  Analysis and discussion of the questions using both 
quantitative and qualitative data for the same questions are discussed concurrently. 
Qualitative data from the survey has been used to support quantitative data through 
the use of quotations, and key words.  
Survey questions for each data set are shown in Table 5.1.  
Table 5.1 Survey datasets and question numbers 
Chapter 
Section no. 
Data sets Description 
Survey 
question 
5.3.1 Demographic 
 Age  
 Gender 
 Education 
 
Age 
Gender 
Educational attainment  
 
Q4 
Q5 
Q10 
 Culture Cultural heritage 
Religiosity / spirituality 
Experience of alternative therapies 
Q6 
Q8-9 
Q19 
 Employment Years in nursing 
Length of employment in current work place 
Field of practice 
Q7 
Q22 
Q23 
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Chapter 
Section no. 
Data sets Description 
Survey 
question 
5.3.2 Employment as a 
nurse 
Support for caring nursing practice 
Nursing as emotionally uplifting 
Motivation to come to work 
Motivation to continue in nursing 
Motivation to care 
Responsibility for caring nursing practice 
Caring amongst nursing colleagues 
Caring as a requirement of employment 
Caring covered at hospital induction 
Evaluation / appraisal of caring nursing 
Q11 
Q12 
Q13 
Q14 
Q15 
Q21 
Q24 
Q25 
Q27 
Q26 
5.3.2 Education Reason for attending PD on caring 
Provision of paid study leave 
Availability of PD on caring 
Support for PD on caring 
Use of reflective practice to support caring 
nursing  
Q3 
Q2 
Q28 
Q29 
Q11 
5.3.3 Knowledge   
 Nursing Definition of nursing Q30 
 Caring 
 
 
 
 
 
 
Definition of caring 
‘Caring moment’ 
Caring nursing practice 
Personal factors influencing caring 
Benefits of caring 
Importance of caring 
Behaviours demonstrating caring 
Impact of caring on organisation 
Q34 
Q35 
Q36 
Q37 
Q38 
Q39 
Q40 
Q43 
 Healing-curing Distinction between heal and cure 
Involvement of the mind 
Q31-33 
Q44-46 
 Thinking Nursing models 
Ways of ordering thinking 
Time to learn 
Q41 
Q47-50 
Q51 
 Organisations Ways hospitals can support caring Q42 
5.3.4  Self-efficacy 
 
Perception of patient rating of caring 
Self-rating of caring 
Perception of autonomy in decision making 
Q16 
Q17 
Q18 
5.3.4 CES (Coates, 1997)  Perception of ability to ‘express a caring 
orientation and develop caring relationships 
with … patients’ 
 
Q53-80 
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5.2 Participants 
The study population included nurses who self-selected to attend one of seven 
Master Classes (MCs) held at five different hospitals in the greater metropolitan area 
of Perth, WA.  
5.2.1 Enrolment and attendance 
A total of 159 participants registered to attend the Master Class. Of these 
registrants, 101 were able to attend the class. Data on inability to attend the PD 
program were collected from all participants who registered and who provided an 
apology (Table 5.2).  
Table 5.2 Apologies and reasons for inability to attend MC 
1. Unable to get rostered time off 
2. Ward too busy so leave cancelled 
3. Ward busy asked to work extra shift 
4. Study leave not approved 
5. Other leave (annual leave) not approved 
6. Up all night with sick child 
 
Apologies for those enrolled in the class but who were subsequently unable to 
attend included a mix of organisational needs, commitment to work and child rearing 
responsibilities reflecting international research into the effects of a female dominated 
workforce (Australian Bureau of Statistics, 2009) and in particular nursing (Australian 
Bureau of Statistics, 2005). 
5.2.2 Research participants 
Research participants formed a subgroup of the total number of nurses attending 
the MCs. Of the 101 MC participants 94 agreed to participate in the research. 
However, 10 failed to complete the post MC survey (T2). Incomplete T2 surveys were 
removed, and their corresponding T1 surveys were also removed so that analysis of 
difference between pre /and post MC analysis could be performed. In total 84 surveys 
were able to be used at T1 and T2 and 19 surveys were submitted on-line at T3. Table 
5.3 outlines the participation rate from each hospital. One hospital contributed 40% of 
participant numbers. 
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Table 5.3 Number of participants from each participating hospital 
Hospital Participants (N) % 
1 35 40 
2 12 14 
3 4 5 
4 12 14 
5 4 5 
6 15 18 
7 2 2.5 
8 1 1.5 
Total 84 100 
 
5.3 Survey Data 
Participants completed either a paper or electronic version of the survey 
immediately before the MC at T1 and immediately after the MC at T2. At T3 only 
electronic survey responses were submitted. Each participant was de-identified by 
substituting their names with a Unique Identifying Number (UIDN) from a random 
number sequence generator (Appendix 16). The UIDN was linked to each participant’s 
surveys at T1, T2 and where applicable at T3. All paper copies were entered by the 
researcher into SurveyMonkey® directly after the MC to ensure consistency and 
cross-checked by an independent third party for accuracy. At the completion of data 
collection, data were exported from SurveyMonkey® into Excel. The Excel 
spreadsheet was checked for accuracy against original data in SurveyMonkey® to 
ensure accurate export into Excel. A time interval column indicated whether the survey 
for each participant was a T1, T2 or where applicable a T3 survey. After de-
identification with the UIDN, data was cross-checked a second time by an 
independent third party for accuracy. 
Data from the survey are presented below. 
5.3.1 Demographics 
Demographic details were collected in order to provide a picture of the 
characteristics of the study group and characteristics of subgroups for analysis 
(Nieswiadomy & Bailey, 2018). Demographic questions were about participants’: age, 
gender, cultural heritage, years in nursing and field of practice, religion / spirituality, 
and level of education.  
5.3.1.1 Age 
The age of participants was distributed between the ages of 24-64 (N=17-19%) 
with a peak in the age group 45-45 years old (N=27%) (Table 5.4). Age distribution of 
participants shows an increase in the percentage of female participants after child 
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rearing and is a reflection of the Western Australian nursing population (Australian 
Bureau of Statistics, 2019). Findings were cross tabulated with gender to provide a 
more complete picture of participants. 
Table 5.4 Age and gender of participants 
Gender Total number of participants in each age range    
 18-24 25-34 35-44 45-54 55-64 65-74 75 or > No 
response 
Total % of study 
population 
Female 1 17 16 26 19 0 0 3 82 97.6 
Male 0 0 1 1 0 0 0 0 2 2.4 
Other 0 0 0 0 0 0 0 0   
Total 1 17 17 27 19 0 0 3 84 100% 
 
5.3.1.2 Gender 
Males formed 2.4 % of attendees which is an under representation of the number 
of men in the WA nursing population. In Australia male to female ratios in the 
registered nursing population are 91% female and 9% male (Australian Bureau of 
Statistics, 2019). 
Both age and gender findings were anticipated in the planning of the PD. Both 
were taken into consideration at implementation. Nurses of all ages and men in 
particular were welcomed and encouraged to participate in all activities and 
discussions which promoted inclusiveness. The topic of gender in relation to health 
workplaces and provision of caring nursing practice was covered in the MC. 
5.3.1.3 Educational attainment  
In this research just under one third of participants (N=31%) had post-graduate 
qualifications with a further 57% having an entry level qualification at degree level or 
equivalent. The remaining 12% were either hospital based Registered Nurses (RNs) 
who may also have a degree or postgraduate qualification or Enrolled Nurses (ENs). 
Nursing participants both RNs and ENs had a wide range of speciality areas (Table 
5.5).  
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Table 5.5 Highest level of education  
 N % % Field if specified 
Doctoral 0    
Masters 5 6 Post-grad Oncology 
Pain management 
Nursing 
Grad Dip 17 20 31% Education 
Emergency nursing N=2 
Health and welfare 
Intensive care 
Orthopaedics 
Paediatrics 
Grad Cert 4 5  Critical care 
Coronary care 
Education 
Mental health 
Midwifery 
Degree 48 57 57% In addition  
Communication studies 
Counselling 
Science 
Women’s studies 
Hospital based 
RN 
9 11 12% In addition  
Aged care Cert IV 
BSc 
Midwifery certificate N=2 
Coronary care cert 
Or Dip Health (UK) 
Hospital based 
EN 
1 1  In addition Aged care Cert IV 
TOTAL 84 100% 100%  
 
The relevance of educational background to this research was the need to 
anticipate a wide cross section of educational levels and areas of expertise in order to 
design a PD program that was capable of engaging a broad cross-section of nursing.  
5.3.1.4 Cultural heritage 
Cultural heritage varied greatly (Table 5.6).  
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Table 5.6 Cultural heritage 
Cultural heritage N % 
Aboriginal Torres Strait Islander 0 0% 
Australian 28 33.3% 
African 5 5.9% 
Asian 14 16.6% 
English / Irish / Scottish / Welsh 15 17.8% 
European 4 4.8% 
Middle Eastern 2 2.3% 
Latin American 2 2.3% 
Northern American 0 0% 
Other   
Anglo-Indian 1 1.2% 
Indian 1 1.2% 
Australian – British 1 1.2% 
Dutch 1 1.2% 
English 1 1.2% 
I am born in Australia but have a father who is of Lebanese background born in 
Egypt who speaks French and a German born mother. 
1 1.2% 
Lived in NZ for many years, identify with Maori culture 1 1.2% 
NZ Cook Island 1 1.2% 
South African Indian 1 1.2% 
No response 5 5.9% 
TOTAL 84 100% 
 
There were no Aboriginal or Torres Strait Islander (ATSI) participants. ATSI 
people form 1% of the nursing population in Australia (Australian Bureau of Statistics, 
2019). Thirty-three (33%) percent of participants identified their cultural heritage as 
Australian. The Australian identity shows how immigrant families recognise their 
cultural origins whilst at the same time adopting an Australian identity. One participant 
stated, “I am born in Australia but have a father who is of Lebanese background born 
in Egypt who speaks French and a German born mother”. British participants formed 
seventeen percent (N=17.8%) and Asian participants a further sixteen percent 
(N=16.6%) participants formed the next largest groups. Followed by African 
participants (N=5.9%) and European participants (N=4.8%) participants.  
5.3.1.5 Religion and spirituality 
Participants were asked two questions. The first was ‘Are you religious or 
spiritual?’ The second question participants were asked was ‘Is caring part of your 
religious background and/or spiritual beliefs?’ (Table 5.7) 
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Table 5.7 Caring as part of religious and spiritual beliefs 
 Yes No Don’t know Total I’m not 
religious 
I’m not 
spiritual 
Caring as part of religious / 
spiritual beliefs 
45 10 2 57 21 10 
 79% 18% 3% 100%   
 
Most participants who acknowledged having a religious background stated that 
caring was part of their religion (N=79%). One participant did not know. There was a 
mix of responses to this question with some respondents selecting more than one 
response (Table 5.7). The breakdown of those specifying a religious background and 
acknowledging caring as part of their religious background were predominantly 
Catholics and Christians (Table 5.8). 
Table 5.8 Participant perception of which religious backgrounds were linked with 
caring 
Religious / spiritual background N Is caring part of your religious 
/ spiritual beliefs? 
Yes (55%) 46  
Catholic   
Christian   
Christian orthodox   
Methodist  
New age (spiritual, nature)    
Buddhist   
Hindu   
Pantheist   
Belief in heaven   
God   
Atheist (interest in spirituality)  
Not specified   
13 
11 
1 
3 
2 
1 
1 
1 
1 
1 
1 
10 
Yes 
Yes 
Yes 
Yes 
Yes 
Don’t know 
Yes 
Yes 
Yes 
Yes 
Yes 
No 
No (42%) 35  
‘Brought up Catholic (strict)’ N=1 
Not specified N=34 
1 
34 
No 
No response  3  
 
In response to the second question some participants provided comments. Some 
participants indicated that although they did not consider themselves religious or 
spiritual they felt caring was an important aspect of nursing and that caring is affected 
by upbringing and, culture (Table 5.9). 
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Table 5.9 Comments: Caring as part of religious and spiritual beliefs 
No response: Added the following comments 
Caring natural process in nursing.  
Caring is one of the most important aspects of my job.  
Responded: Not religious or spiritual 
I feel I've always been caring. Probably part of my upbringing.  
Doing good deeds keeps my conscience clear and content.  
Caring is a part of my profession. Religious background can interfere with caring too. But it is not a part. 
Cultural. 
I still have the capacity to care. 
 
Religiosity and spirituality are considered when ensuring cultural safety in the 
development, and delivery of PD programs. PD programs in the Australian 
government health care system are required to support a culturally competent 
workforce capable of meeting the needs of all communities they serve (Department of 
Health, 2019a). 
5.3.1.6 Experience of alternative therapies 
This data was gathered to provide an indication of the base line of openness of 
participants to understanding therapies which are not traditionally associated with 
modern western medicine (Movaffaghi & Farsi, 2009) and to concepts of holism 
(Puchalski, 2000). Concepts designed to challenge thought and promote critical 
thinking in relation to what constitutes caring nursing practice are introduced in the PD 
program. 
In answering whether they had used alternative therapies 80% participants 
responded yes with a tendency to use more than one alternative therapy (Table 5.10).  
Table 5.10 Experience of alternative therapies 
Use of alternative therapies %  Physical % yes Chemical % yes Mind % yes 
No 17 20  0 0 0 0 0 0 
Yes 67 80  90 33.6 80 29.8 98 36.6 
TOTAL 84 100        
 
Participants responding yes (N=80%) to the use of alternative therapies tended 
to use more than one alternative therapy. Of those that used alternative therapies 
there were a total of 268 responses over the surveys (T1-T3) as participants recorded 
all alternative therapies that they had experienced. Many of the alternative therapies 
are used in Australia in conjunction with allopathic medicine. Therapies were grouped 
into three types: physical, chemical and mind (Table 5.11). 
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Table 5.11 Alternative therapies used 
Alternative therapies used Body Mind 
 Physical Chemical  
Meditation   32 
Prayer   28 
Faith healing   7 
Auto suggestion (positive affirmations)   6 
Hypnotherapy   5 
Chanting   4 
Psychic healing   3 
Animal therapy   3 
Art therapy   3 
Smoking (traditional cleansing)   2 
Biofeedback   0 
Earthing   0 
Yoga 26   
Reiki 19   
Reflexology 18   
Acupressure 10   
Chakra therapy – realignment / balancing 4   
Bowen therapy 2   
Iridology 2   
Magnet therapy 1   
Vitamin supplements   47  
Herbal remedies   26  
Ayurvedic medicine   5  
SUB-TOTAL 82 78 93 
Other (not specifically listed on survey)    
Massage 5   
Gym/fitness class 2   
Homeopathy 2   
Nature/being in outdoors 2   
Dance 1   
Kinesiology 1   
Light therapy 1   
Pilates 1   
Angels   1 
Counselling   1 
Journal writing   1 
Mindfulness training   1 
Pendulum   1 
Aromatherapy  1  
Home remedies passed down to us 
through scriptures and ancestors 
 1  
SUB-TOTAL 8 2 5 
TOTAL FOR EACH 90 80 98 
TOTAL NUMBER  268 
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There is a heavy reliance on modern medicine alone (N=20%), closely followed 
by the use of modern medicine in conjunction with the use of alternative therapies 
affecting the body (N=63%). Of the 268 response on the use of alternative therapies 
37% also used alternative therapies affecting the mind in conjunction with other more 
conventional therapies. The data suggests openness to considering the mind-body 
connection as a component of caring and health.  
5.3.1.7 Years in Nursing & Seniority 
Years in nursing varied between 0-2 years and more than 40 years in nursing 
with the vast majority of participants falling between 6-10 and 31-40 years in nursing 
(Table 5.12). 
Table 5.12 Years of nursing experience 
 Years in nursing Total 
 0-2 3-5 6-10 11-20 21-30 31-40 > 40 No 
response 
 
 
 
N 5 8 18 15 12 19 4 3 84 
% 5 10 21 18 14 23 5 4 100% 
 
There are three considerations relevant to this research. First, seniority of 
participants is linked with years in nursing (Hyesung, 2013); second, the large 
proportion of those nurses in nursing for 11+ years (N=64%) does not equate with 
available SRN positions available in WA (N=18%) (Sir Charles Gairdner Hospital, 
2012) and third, years in nursing has been linked with a progression from clinical 
novice to clinical expert (Kaminskim, 2010). 
5.3.1.8 Length of employment in current work place 
The findings showed most participants had been at their work employment 
between three and 10 years (Table 5.13). 
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Table 5.13 Length of time at current workplace 
Time (years) Frequency 
% of 
respondents 
0-2 15 18 
3-5 31 37 
6-10 20 24 
11-20 11 13 
21-30 7 8 
31-40 0 0 
>40 0 0 
 84 100 
 
When years in nursing (Table 5.12) are compared with length of employment at 
current workplace (Table 5.13) the years spent at one workplace decrease with the 
passage of time (Figure 5.1). 
 
 
Figure 5.1 Relationship between years in nursing and years at workplace 
 
5.3.1.9 Field of practice  
Participants were divided as follows: Senior Registered Nurses (SRNs) = 18%, 
Clinical Nurses (CNs) = 25%, and RNs = 41% (Table 5.14). 
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Table 5.14 Field of practice and the level of attendees 
ANF Level/title Fields of practice N % % at level 
SRN* 7 or> Nursing Executive  4 5  
SRN 3 Nurse Manager  4 5  
SRN 3 or> Nurse Educator  2 2 SRN= 
SRN 2 > Nurse Researcher  0 0 18% 
SRN 7 or> Nurse Practitioner  0 0  
SRN 3 or> Clinical Nurse Manager  0 0  
SRN 3 > 
 
 
Clinical Nurse Specialist Also CN (1 of 5) 5 6  
ANF* 2 Staff Development Nurse Also CN (3 of 5) 
 
5 6  
ANF 2 Clinical Nurse Clinical facilitator 
Mental Health 
Plastics 
After hours 
ICU 
Other – not specified 
 
 
21 25 ANF2= 
25% 
ANF 1 Registered Nurse Acting CN 
Recovery /theatres 
Other – not specified 
 
 
35 41 ANF1= 
41% 
 No response  8 10 
 
 
 TOTAL  84 100%  
 
* SRN = Senior Registered Nurse (Division 1 of the AHPRA register) ANF* = Australian Nursing 
Federation (Division 1 of the AHPRA register) 
 
5.3.1.10 Summary of demographic data 
In summary, finding and analysis of demographic data show that participants 
were a diverse group of nurses. Age distribution were representative of the wider 
Australian nursing population but gender differences were not - men being under-
represented at this PD program. The cross section of cultural heritage of participants 
indicates culture is not a barrier to considering caring as a component of nursing. 
Religion and spirituality were a component of participants’ caring ethos with 79% 
stating caring was part of their religious / spiritual belief. A minority of nurses (N=1%) 
stated they were not spiritual; however, their comments indicated that irrespective of 
this they considered caring to be integral to nursing. Participants’ years in nursing and 
their length of employment at their current workplace showed that as the length in the 
nursing workforce increased, length of stay in a particular workplace tended to 
decrease. This finding also reflects Australian trends (NMBA, 2020). The proportion of 
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postgraduate to undergraduate nurses attending the MC and the number of post 
registration courses could not be assessed against Australian figures as these figures 
are not recorded. The fact that so many of the participants had a university post 
registration qualification (N=35%) with the vast majority of those qualifications being at 
post graduate level (N=31%) indicates a capacity for and a high level of commitment 
to lifelong learning amongst participants. Especially, as the majority of these courses 
are fully self-funded and expenditure will take years to recover at nursing 
remuneration rates (Abbotts et al., 2001). The number of senior and executive (SRN) 
nurses attending (N=18%) indicated SRN support and interest in the PD program. 
SRN numbers attending the MC were double those within the Western Australian 
nursing population for typical government tertiary hospitals (N=9.5%) (Sir Charles 
Gairdner Hospital, 2012). The MC attracted nurses from a broad cross section of 
practice areas ranging from mental health to intensive care specialists demonstrating 
that nurses across the breadth of nursing find caring to be a component of their care.  
5.3.2 Nursing and Caring 
This section has two groupings of interwoven components: firstly emotions, 
motivations and responsibility related to caring nursing practice (CNP), and secondly, 
organisational climate and commitment support over three time frames. For the 
purpose of the research each are addressed separately. 
5.3.2.1 Nursing as emotionally uplifting  
Employment as a nurse in a hospital has the potential to be emotionally uplifting 
(NSW Government Health, 2019). Emotions such as these have been linked to job 
satisfaction (van der Walt & de Klerk, 2014). Results on a Likert rating scale of one to 
five showed no real change in the means over the three time intervals (Table 5.15). 
Results indicate this PD had no impact on whether nurses found nursing emotionally 
uplifting.  
Table 5.15 Nursing is emotionally uplifting 
 Mean 
T1 3.8 
T2 4 
T3 3.8 
 
5.3.2.2 Motivation to come to work 
The literature articulates a demonstrated link between motivation and work 
performance (Wingerden & Stoep, 2018). Responses for Q13 ‘What motivates you to 
come to work?’ were grouped into those related to personal, employment, professional 
and cultural motivations – some provided more than one comment (Table 5.16).  
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Table 5.16 Motivation to come to work 
Motivation to come to work 
T(1) T(2) T(3) 
% of 
(N=222) 
% of 
(N=220) 
% of 
(N=63) 
responses responses responses 
Employment 69.00% 61.00% 60.00% 
Personal 30.60% 35.50% 25.00% 
Professional 0% 3.50% 5% 
Cultural 0.40% 0% 10% 
 100.00% 100.00% 100.00% 
 
Of these groups, employment related motivations for coming to work out 
numbered all other motivations (Table 5.16 above). Each of the groups is discussed 
below. 
5.3.2.2.1 Employment motivations to come to work 
Three employment reasons for motivation to come to work resulted in 81% of 
responses (T1-T3) were related to: firstly, the potential of employment to meet 
personal desire and capacity to make a difference to patients and families; secondly, 
supportive team and colleagues; and thirdly, money (refer Table 5.17).    
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Table 5.17 Employment motivation to come to work 
Motivation to come to work 
T(1) T(2) T(3) 
% of 
(N=222) 
% of 
(N=220) 
% of 
(N=63) 
responses responses responses 
Employment related comments 69.00% 61.00% 60.00% 
Desire and capacity to make a difference to patients 
and families 
Supportive team and colleagues 
Money 
81% 
 
Work environment 
Support from the employer 
Organisational structure 
Interdisciplinary communication 
Positive environment 
Being acknowledged for work well done 
Availability of shifts 
Air conditioning 
Role 
Diversity 
Daily challenge – learn every day 
Confidence in area of specialisation 
Potential for career enhancement 
Ability to share knowledge with patients, families and 
qualities 
Patient qualities 
Good patients 
Non-aggressive patients 
Patients who show satisfaction 
19% 
 
Some participants provided a personal rationale for including money: provide for 
the family, pay the bills (P922), pay the rent or mortgage (‘keep a roof over our heads’ 
(P801) ‘can’t afford to retire’ (P434), ‘pay for holidays’ (P259).  
Desire and capacity to make a difference to patients and families & supportive 
team and colleagues remained priorities at T3. However, there was a qualitative shift 
at T3 towards an ability to ‘influence and control patient care’ (P856) and away from 
money as the motivating factor for employment.  
The remaining employment related motivations for coming (19%) formed three 
groups of responses (1) work environment: support from the employer, organisational 
structure, inter-disciplinary communication, positive environment, being acknowledged 
for work well done, availability of shifts, and air conditioning (2) employment / role: 
diversity and challenging work with something new to learn every day; confidence in 
area of specialisation; potential for career enhancement; ability to share knowledge 
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with patients, families and colleagues; and, (3) patient qualities: good patients, non-
aggressive patients, patients who show satisfaction (refer Table 5.17 above). 
5.3.2.2.2 Personal motivations to come to work 
The percentage of personal motivations to come to work varied slightly over the 
three time frames T1-30% of responses, T2-35.5% of responses and T3- 25% of 
responses (Table 5.18). 
Table 5.18 Personal motivation to come to work 
Motivation to come to work 
T(1) T(2) T(3) 
% of 
(N=222) 
% of 
(N=220) 
% of 
(N=63) 
responses responses responses 
Personal 30.60% 35.50% 25.00% 
 
Responses were often descriptive using highly emotive words about nursing 
itself: I have pride in my work, I love my work, I have a passion for nursing, I love 
caring for people, I enjoy nursing, nursing is fulfilling, rewarding, meaningful, and 
worthwhile. The work provided nurses with a sense of belonging, contribution, joy and 
a sense of achievement. Some recognised “the benefits of caring for others” and 
“advocating for patients” when as one nurse stated, “[I] allowed myself to be useful as 
an individual”, and another stated the motivating personal outcome of nursing practice 
was “personal improvement and happiness”. 
The research showed nurses had a high level of intrinsic motivation to come to 
work across each of the groupings. Intrinsic motivation was firstly patient focused, 
secondly interactional between team and colleagues and thirdly related personal 
meanings about the nature of the work and participant relationship with the work. 
Extrinsic motivations were pragmatically financial or pragmatically organisational.  
5.3.2.2.3 Professional and cultural motivations to come to work 
Professional and cultural motivations to come to work were less frequently 
considered by participants. For each there was an increase between T1 and T3 in the 
number of participants who considered professional and cultural reasons as 
motivations to come to work (Table 5.19). 
Table 5.19 Professional and cultural motivation to come to work 
Motivation to come to work 
T(1) T(2) T(3) 
% of 
(N=222) 
% of 
(N=220) 
% of 
(N=63) 
responses responses responses 
Professional 0% 3.50% 5% 
Cultural 0.40% 0% 10% 
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5.3.2.3 Motivation to continue in nursing 
In response to the question: ‘What motivates you to stay in nursing?’ participants 
responded in a similar way to their response to the previous question ‘What motivates 
you to come to work?’ simply stating “the same as [previous question]” (P801). There 
was a qualitative difference between the questions with participants increasing 
commentary on the ‘work’ of nursing. Although most continued to express their 
personal passion for nursing “My childhood dream – always been passionate about it” 
(P449) there was an increase in participants who stated that they would stay in 
nursing because: (1) seniority in the profession: “I’m finally in a senior position and can 
change the way things are done” (P927), and (2) qualifications: “I worked hard to get 
my qualifications” (P639), “the cost to retrain”; (P927) and the fact that they had been 
able to reach career (P637) and personal (P242) goals. Some simply stated ‘changing 
to anything else is too hard” (P934). Another employment related motivation to stay in 
nursing was “Able to move around different countries” (P492) or (3) rewards of 
nursing: “unsure of what other career to move to” in order to “get to see patients get 
better – warm fuzzies” (P952).  
Participants continued to see the social value of nursing both to their families – 
“it’s something that I can talk about with my family and children and they feel inspired” 
(P981) and to broader society – “socially useful” (P856), to humanity – “need to 
continue to make a positive contribution to humanity” (P638) and to the world – “doing 
something good and humbling for the world” (P706).  
From an educational perspective there was minimal change over the T1-T2, or 
the T3 intervals. The only notable exception was one participant who in response to 
the question ‘What motivates you to stay in nursing?’ Stated, “inspiration from today” 
(P927) confirming survey data findings from this research that education is used to 
maintain interest and motivation. 
5.3.2.4 Motivation to care  
In response to ‘What motivates you to care?’ participant responses could be 
divided into three groups: personal, cultural and employment (Table 5.20).  
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Table 5.20 What motivates you to care? 
 T1 
(N=113) 
T2 
(N=140) 
T3 
(N=28) 
Personal 85% 74% 78% 
Purpose of nursing 47% 46% 39% 
+ patient outcomes    
Other 
Positive emotions evoked by caring 
Personal satisfaction derived from caring 
Reciprocity 
   
Qualities of nurses 38% 28% 39% 
 Caring by nature    
 Other    
Cultural 11% 15% 11% 
Combined 
Spiritual community 
Awareness of disadvantage in community 
Moulded by life experiences 
   
Employment 4% 11% 11% 
Combined 
Work environment 
Essence of nursing – the job 
   
 100% 100% 100% 
 
The vast majority of motivations to care across three time frames were personal 
(T1=85%, T2=74% and T3=78%). There were two key personal reasons: positive 
patient outcomes and the caring nature of nurses. Comments indicated the intrinsic 
motivations of nurses to come to work: positive emotions evoked by caring: it feels 
good / satisfying / rewarding / fulfilling/ positive / enjoyable – “it makes me happy” / “I 
love to care for people”; others described personal satisfaction derived from caring: - 
gained from patient gratitude through thanks or smiles (P293); averting feelings of guilt 
“I’d feel guilty not caring” (P707) or “my conscience is clean – you have done your 
best at work” (P952); others considered reciprocity either from a religious/spiritual or 
humanitarian sense of responsibility: “you reap what you sow” and “should I or any of 
my family need to access health services – they would encounter a caring 
professional” (P316) or similar wording ‘treat others how you would like to be treated’ 
(P877) or simply “caring is therapeutic to myself and others” (P103); at T3 there were 
more comments which link reflection and caring personal development: “continually 
developing my own resilience facilitates my capacity to care” (P971) and “improving 
self-worth” (P848). 
The two remaining groupings of motivations to care were ‘cultural’ and 
‘employment’. There was an increase in the number of responses in both groups after 
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the Master Class (T2). At T2 participants more freely responded to religious/spiritual 
concerns: my faith / beliefs / bible / Catholic beliefs, “society is connected, we all have 
this need” (P971) and further exploration of reciprocity from a cultural perspective “I 
receive care from my Christian community” (P937) or a cultural understanding of good 
and optimal – “doing good” (P103), “it’s the right thing to do. It makes a difference to 
people ...” (P801), “return people to optimal ways of living” (P348). In addition there 
were responses which indicated a nursing response to disadvantage in the community 
– “realizing how disadvantaged the patients I look after are in the community” (P880) 
and an acknowledgement of the effect of life experiences – “my life experience” 
(P638) and “personal experience and life’s challenges” (P638). 
Responses which fell into the employment group included: improved work 
environment “making a difference to the individual has a ripple on effect to the team” 
(P244), “caring makes my job more enjoyable” (P247), or a group of comments related 
to the essence of nursing “it’s my job / its core business and ultimately it’s being a 
nurse” (P634); practicalities of nursing employment: “… allows me to plan my own 
time / holidays “(P654). One response related to educational outcome at T2, 
“Following today’s lectures, I want to change attitudes by examples” (P640). 
In summary, participants were focused on patient outcomes. This focus was 
supported by personal emotional rewards of the nursing work, by their awareness of 
needs within the community and as a result of social supports and working 
environment. PD resulted in qualitative shifts at T2 in participant’s willingness to share 
religious/spiritual values as motivation to care and increased awareness of 
employment and work environment as supports for motivation to continue in nursing. 
5.3.2.5 Perception of primary responsibility for CNP 
Responses to Q21 ‘Who is primarily responsible for making sure there is caring 
nursing practice at your hospital?’ indicated that nurses felt that nurses were primarily 
responsible for care (Table 5.21).  
Table 5.21 Responsibility for caring 
Responsibility for caring 
T1 T2 T3 
% of 
(N=99) 
% of 
(N=91) 
% of 
(N=26) 
responses responses responses 
Nurses 82% 70% 88% 
 
   
Every individual 15% 20% 8% 
 
   
The organisation 2% 9% 4% 
 
   
Don’t know 1% 1% 0 
 
100% 100% 100% 
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The sense of responsibility shifted slightly between T1 and T2 towards an 
increase in “every individual” and the organisation. Retention of learning appeared to 
decrease quite dramatically at T3 with an increase of respondents stating nursing was 
primarily responsible and a corresponding decrease in all individuals and 
organisational responsibility. The extent of the shift back to pre-MC understandings at 
T3 was unexpected. 
Further scrutiny of data around nursing responsibility showed the shift within the 
nursing group was less dramatic (Table 5.22).  
Table 5.22 Nursing responsibility for caring 
Nursing responsibility for caring 
T(1) T(2) T(3) 
% of 
(N=75) 
% of 
(N=65) 
% of 
(N=23) 
responses responses responses 
Individual nurse    
 Me 20 33.8 18 
All nurses    
 All nurses 21.3 26.1 38.4 
 Other nurses 1.3 1.5 0 
Specific category of nurses    
 Nursing Directors 20 8.0 9 
 Nursing Executive 12 15.3 17.3 
 Nurse Unit Manager 13.4 13.8 13 
 Clinical Nurse Specialists 1.3 0 0 
 Staff Development 9.4 0 4.3 
 The primary nurse 1.3 0 0 
 The person who hires you 0 1.5 0 
 
100 100 100 
 
The spread of responsibility for caring nursing practice within the nursing 
profession at participating hospitals showed the level of personal responsibility 
remained relatively constant between T1 (20%) and T3 (18%); however, there was an 
17% increase in an understanding that all nurses have a responsibility for caring 
between T1 and T3.  This corresponded with an 11% decreased emphasis on the 
responsibility of Nursing Directors. Similarly, the spread across nursing showed a 
corresponding increase of 5.3% in the perceived responsibility of Nursing Executive.  
Interestingly, there was also a 5.1% decreased emphasis on the responsibility of Staff 
Development for CNP. Participants indicated a more even spread of responsibility for 
CNP between T1 and T3 (Table 5.22).   
Comments showed the wide variation in understanding at T1. There was a 
qualitative shift between T1 and T2. One nurse at T1 stated “I believe we have a 
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policy on caring but I have not read it”. Following the Master Class (T2) the same 
nurse commented “We all are, from us nurses through to the DON” (P575) (Table 
5.23).   
Table 5.23 Comments: perceived responsibility for caring nursing practice at 
hospitals 
Comments: perceived responsibility for caring nursing practice at hospitals 
P575 (T1) I believe we have a policy on caring but I have not read it. (T2) We all are, from us nurses 
through to the DON’  
P959 (T1-T2) ‘The individual nurse is accountable for their own practice, with the standard led by 
managers and nurse leaders (formal and informal)  
P253 (T1) Director of Nursing (T2) Nursing executive (T3) All employees  
P638 (T1) No idea (T2) Not sure (T3) The NUMs – they are amazing  
 
Further, a change in understanding and perceived responsibility for caring 
nursing practice at hospitals occurred over time. Changes in understanding happened 
on two levels. Firstly, there was a gradual shift in understanding about ‘responsibility’ 
within the hospital for caring nursing practice: (T1) No idea (T2) Not sure (T3) “The 
NUMs – they are amazing” (P638). Secondly, there was a broadening of perceived 
responsibility over time: (T1) Director of Nursing (T2) Nursing executive (T3) “All 
employees” (P253). Some nurses entered with a broad and deep understanding which 
carried through over time ‘(T1-T2) “The individual nurse is accountable for their own 
practice, with the standard led by managers and nurse leaders (formal and informal)” 
(P959). 
In summarising these subsections the data showed that motivation to come to 
work, continue in nursing and to care are largely intrinsic – to have the desire and 
capacity to make a difference to patients and families. These motivations are 
enhanced or enabled by the work environment, workplace culture and organisational 
approach to role diversity and specialisation (including opportunity for PD). 
Interdisciplinary and collegial support was also seen as important. Participants found 
CNP emotionally uplifting and rewarding. The locus of responsibility for CNP remained 
largely with nurses. So, although motivations for behaviour are important to 
organisations and PD is able to make qualitative shifts in motivation, perception of 
primary responsibility is more resistive to enduring change through PD alone. The next 
group of subsections deal with cultural and situational factors (Maslow, 1970a).  
5.3.2.6 Organisational climate and commitment 
Organisational climate and commitment to CNP is covered in the next five sub-
sections: collegial caring, organisational support, CNP as job criteria, CNP at hospital 
induction, and CNP for evaluation / appraisal.  
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5.3.2.6.1 Perceptions of colleagues caring towards participant 
A high percentage of nurses across all time frames indicating that other nurses 
showed caring towards them T1-97%, T2-96%, and T3-96% (Table 5.24). 
Table 5.24 Do your nursing colleagues demonstrate caring towards you? 
 T1  T2  T3  
Response N % N % N % 
Yes 82 97 80 96 18 95 
No 2 3 2 2 1 5 
No response 0  2 2 0  
 84 100% 82 100% 19 100% 
 
5.3.2.6.2 Organisational support for CNP 
Research into “the extent to which organisational and workplace cultures are 
associated with patient outcomes” showed that “positive organisational and workplace 
cultures were consistently associated with a wide range of patient outcomes such as 
reduced mortality rates, falls, hospital acquired infections and increased patient 
satisfaction” (Herkes et al., 2017. p. 1). Education has been shown to have capacity to 
make an impact on caring in an organisation by affecting workplace cultures 
(Glembocki & Dunn, 2010). 
When asked ‘What would help you to be a more caring nurse?’, participants 
were quick to identify one factor above all others. Theming of the qualitative 
responses showed that at T1 the most common and comprehensive response was 
‘TIME!’ (P983). Written in block letters and followed with an exclamation mark. There 
were additional comments related to restrictions on role performance. Time to spend 
with patients in direct patient care was the key role consideration: “Time is a big factor 
we are often rushing from patient to patient” (P702). They expressed a desire to “sit 
and hold the hand of a patient who just needs quiet and physical comfort” (P655).  
Inability to spend time with patients was attributed to: “patient to staff ratios” 
(P286) resulting from “workload allocation” (P145) and a “workplace culture” (P246) 
which failed to value caring over organisational priorities such as: (1) discharge 
deadlines (“rushing, discharging patients ASAP – removal of the four hour rule – 
moving patients into corridors or other wards in the middle of the night” (P575); (2) 
“obsessive box-ticking on paper work’” (P638); and, (3) “nursing systems that don’t 
enable a nurse to focus on the caring aspect of the role” (P933). With regards to the 
latter, the increasing complexity and role expansion of the nurse on the ‘floor’ (P933) 
meant experiencing role scatter where nurses were “trying to share myself between 
teaching students and being a preceptor and also looking after 4 patients” (P468) 
(patient acuity level not specified). In addition, nurses expressed lack of support for 
their caring nursing roles: “time for support for difficult situations” (P217), “time with 
more complex care patients” (P626), “time to listen to patients” (P461), “time to be with 
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patients family” (P434), “time to be more caring” (P301), time to “provide water jugs” 
(P587). 
Other work related factors fell into two groups: (1) Team factors such as – 
supportive team and team manager - including positive feedback from peers, 
improving workplace culture, support with aggressive or abusive patients and (2) Skill 
factors: professional development (PD) and skill level improvement including PD on 
caring, self-reflection, and cultural sensitivity training. 
Personal factors included: “better life/work balance” (P293); “being patient kind 
and compassionate” (P217), “being a good listener” (P575), and “getting fulfilment in 
my career as a “(P619). Cultural factors included: community support and media 
support. 
At T2 and T3 time continued to be very important with more participants 
capitalising ‘TIME’ in their responses after the MC. In addition, there was a subtle 
increase in understanding of organisational impacts on caring: “greater organisational 
understanding of what it means to care” (P212) and “good organisational culture and 
caring environment” (P466). Participants continued to recognise staffing levels, 
paperwork, patient load, but after the MC they increasingly recognised their ability to 
be present to patients and reflect on care even when under pressure: “being mindful 
that I am putting caring into my everyday practice. Reflecting on my nursing and 
evaluating how I deliver care” (P286) and, “trying to take the time to listen to your 
patients when you are busy and trying to communicate with them so they understand” 
(P619).  
Participants were aware of the interplay of personal, organisational, professional 
and societal factors impacting caring nursing practice. Organisational factors impacted 
participant perception of organisational support for CNP and for nurses. Of all 
organisational factors mentioned ‘TIME!’ was reported to have the greatest impact on 
CNP and nurses. PD appeared to influence the qualitative deepening of 
understanding of these factors over time – primarily participants’ capacity to support 
their own practice. 
5.3.2.6.3 Caring covered at hospital induction 
Roughly one third of all participants stated that caring had been included at 
induction (37%), another third stated it had not been included at induction (33%) and a 
further third could not remember (30%) (Table 5.25).  
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Table 5.25 Caring at induction 
Response N % Sample comment 
Yes 31 37 CARITAS as a value of the hospital’ (P No. withheld) 
and included that this was a component of yearly 
updates (P No. withheld) 
No 28 33 I think it was ASSUMED that we as neophyte graduate 
nurses had the capacity to CARE so it did not need to 
be included as such.’ (P680) 
Can’t remember 25 30  
No response 0 0  
 84 100  
 
Of those that responded ‘yes’ they often stated a specific caring model / value 
which was covered at induction. 
5.3.2.6.4 Use of evaluation / appraisal of CNP 
Of those staff who could remember, 55% said that their caring had not been 
evaluated or appraised (Table 5.26).  
Table 5.26 Evaluation / appraisal of nurse caring at hospitals 
Response N % 
Yes 22 26.2 
No 46 54.8 
Can’t remember 16 19 
No response 0 0 
 84 100 
 
However, comments indicated that of those who said yes, they qualified it by 
stating caring had been evaluated indirectly in relation to their role “Indirectly related to 
my commitment to my role” (P971) or similar “during performance review - positive 
remarks about my nursing care delivery” (P934). Others who responded yes 
commented “Techniques such as practices e.g. aseptic are assessed rather than 
caring assessment” (P848) indicating an encompassing definition of caring as 
evidenced by the same response being provided at both T1 and T2. Of those who said 
no, they qualified it by saying ‘Don't think so’ or similar. Some were quite clear in their 
responses: “Not as a specific criterion” (P637). 
5.3.2.6.5 Caring as a requirement of employment 
Most participants felt that the selection criteria on their job applications 
addressed caring (Table 5.27) although it is not possible to say whether this was 
addressed at the interview or specifically requested as a selection criterion based on 
the comments encapsulated by one participant. “Vaguely remember that it has mostly 
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been around 'skills' like communication in interpersonal skills, respect, dignity, 
patients’ rights, etc. Can’t remember specific 'caring' selection criteria” (P449).  
Table 5.27 Job application: caring in selection criteria 
Response N % 
Yes 38 45% 
No 20 24% 
Can’t remember 24 28% 
No response 2 3% 
 84 100 
 
Others acknowledged hospital policy related to caring “[hospital X] has a 
CARITAS caring policy as the foundation of its ethos” (UNID withheld) and had started 
to incorporate caring into promotional opportunities “I have recently applied for a CN 
job in (X specialty) and I highlighted 'caring' in my selection criteria leadership role” 
(UNID and specialty withheld). Participants who (1) recognised the presence of 
hospital policy related to caring and (2) included caring in promotion applications were 
employed by a hospital which specifically (a) includes caring as part of its induction 
program for new staff and (b) includes caring as a routine component of annual staff 
development and (c) includes caring in policy.  
The data showed that there remains an assumption that caring is intrinsic to 
nursing and therefore is assumed to be included in all nursing practice. Inclusion of 
criteria about caring on job description forms (JDFs) is unclear with participant 
comments indicating that this remains an assumed/subsumed attribute of all nursing 
care. 
5.3.2.7 Summary of nursing and caring 
This subsection covered emotions, motivations and organisational climate and 
commitment to CNP. There were high levels of intrinsic motivation for CNP with the 
locus of responsibility for CNP perceived to be nursing. Nurses found nursing 
emotionally uplifting and intrinsic motivations could be supported by organisational 
and workplace culture. PD did not affect whether participants felt nursing was uplifting 
or on motivation to come to work, motivation to continue in nursing or motivation to 
care. PD did influence participants’ willingness to share perceptions about spirituality 
as a support for CNP. PD also impacted: understanding and opinion about locus of 
responsibility for CNP. Participants remained constant in their opinion about time and 
its impact on CNP.  They demonstrated an understanding of breadth of impact across 
all dimensions of nursing care: patient outcomes, organisational climate, socio-cultural 
impacts, and personal impacts on nurses themselves.  
Overall data showed that there remains an assumption that caring is intrinsic to 
nursing and therefore is assumed to be included in all nursing practice. There is an 
emergence of explicit acknowledgement of the importance of caring as demonstrated 
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by its inclusion in selection criteria, hospital indications, and evaluation/ appraisals. 
However, in the majority of organisations caring is an assumed attribute of nursing. 
When considering who was primarily responsible for caring at hospitals responses 
showed that the locus of control remained with nurses with an increasing awareness 
of the responsibility of senior nursing management. 
5.3.3 Knowledge 
This section focuses on findings and analysis of data related to participant 
knowledge. It looks at survey data across three time-frames (T1-T3). Findings are 
grouped for analysis into the key knowledge areas covered in the Master Class (MC) – 
knowledge about: nursing, caring, healing and curing, nursing in hospitals and 
knowledge about thinking (Table 5.28).  
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Table 5.28 Survey knowledge and skill factors 
 
Qs Knowledge groups 
 NURSING 
30 Definition of nursing  
 
 CARING 
34 Definition caring 
36 Definition ‘caring nursing practice’  
37 Personal factors influencing caring  
35 Definition ‘caring moment’  
38 Benefits of caring: patient, nurse, organisation, nursing profession, society 
39 Importance of caring in nursing  
40 Behaviours demonstrate caring nursing practice  
 
 HEALING - CURING 
31 Definition of cure  
32 Definition heal  
33 Distinction between cure and heal 
44 The mind is involved in healing / cure  
45 Meaning of mind-body connection  
46 Positively influencing mind-body connection 
 
 NURSING IN HOSPITALS 
42 Hospital support for caring nursing practice (CNP)  
43 Effect of CNP on organisations  
 
 THINKING 
41 Nursing models: critical thinking - scientific thinking process  
47 Define praxis  
48 Activity which might enhance praxis  
49 Define reflective practice  
50 Steps of reflective practice  
51 Benefits of reflective practice  
52 Learning takes time  
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5.3.3.1 Understanding nursing 
The concept of nursing was explored from different perspectives during the MC: 
personal definitions of nursing and nursing practice including personal factors 
influencing nursing. 
5.3.3.1.1 Definition of nursing 
Survey data demonstrated there was variety in the complexity of definitions from 
simple prior to the MC “Looking after someone” (P971 T1), “providing care to patients” 
(P619 T1) or “care for the sick” (P149 T1) to more complex “using both technical and 
personal ability to provide comfort and care to a person suffering” (P157 T1) and 
“science of delivering quality care by nurses to patients using an holistic approach and 
critical thinking” (P237 T1). Immediately post MC at T2 there were more complex 
definitions than those at T1.  By T3 there was further evidence in the development of 
the definition of nursing: 
T1  Actions by nurses to support healing from illness (P637). 
T2  Care provided by qualified RN/EN (P637). 
T3 Intentions and actions provided by nurses towards patients to 
participate in the management of their health issues (P637). 
 
The word caring appeared in the definition of nursing in conjunction with caring 
for – “the sick” (P149), “ill” (P246T1), “comprehensive” provision of care (P154 T1), 
“human science / human caring” (P247), “care by professionals” and “provision of 
nursing care by professional registered nurse” (P319). The word caring was included 
in 68% of definitions at T1 & T2. At T3 caring was included in 78% of definitions (Table 
5.29).  
Table 5.29 Caring as a component of the definition of nursing 
 % of times caring appears in the definition of nursing 
T1 68% 
T2 68% 
T3 78% 
 
Definitions of what constitutes nursing became more comprehensive over time 
and the inclusion of caring in that definition increased by 10% from T1-T3.  
5.3.3.2 Understanding caring 
As with nursing the concept of caring was explored from different perspectives 
during the MC: personal definitions of caring and caring nursing practice including 
personal factors influencing caring; Watsons definition of a ‘caring moment’, the 
benefits and importance of caring, behaviours demonstrating caring and, the impact 
caring has on an organisation. 
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5.3.3.2.1 Definition of caring 
The definition of caring provided in the Master Class was: 
Caring is an interactive and intersubjective process that occurs during a 
moment of shared vulnerability between nurse and patient, and that is both 
self and other directed. Caring is directed towards the welfare of the patient 
and takes place when nurse respond to patient in caring situations. Caring 
occurs along a continuum of motivations: amotivation, passive compliance, 
intrinsic motivation. Caring occurs along a continuum of involvement: 
detachment, therapeutic relationship, over involvement. (Wolf et al., 1994, p. 
32) 
Participant definitions of caring expressed in the survey included:  
1. Emotions such as desire “wanting to relieve another person of pain (either 
physical or emotional) wanting to provide comfort / solace to another meeting 
specific needs” (P103) and “empathetic, emotional connection” (P680) or 
simply “kindness, gentleness” (P253). 
2. A combination of technical and emotional nursing competencies “taking care of 
the sick - or meeting the needs” (P145); “art and science of providing health 
specific support / interventions” (P626); “an interactive and intersubjective 
process’ (P702). Some nurses commented on “using a process to identify a 
person’s needs and to find ways to attend to those needs and reflect on the 
outcome” (P640) and “displaying empathy, support, compassion to help deliver 
nursing practice for positive patient “(P808). 
3. Holistic patient focused care “is the process of catering for another’s emotional 
physical and spiritual wellbeing” (P212); and, patient advocacy “Making the 
person felt seen, heard and looked after” (P168).  
4. Focus on patient outcomes “being invested in outcomes. Being involved in the 
moment, with empathy, compassion, and humanity” (P638). 
From the outset nurses understood that “caring is based on a set of behaviours 
and actions that will have a direct positive effect on a patient” (P293) which include 
“Being able to show compassion, assistance, listen to someone” (P619) and it 
requires “positive engagement backed by positive action” (P638).  
5.3.3.2.2 Caring nursing practice 
Within the survey data there was a congruence between definitions of caring and 
nursing, and what nurses considered to be caring nursing practice “As above but 
provided by nurses” (P637). One participant stated “don’t know” (P432). 
One participant commented on caring nursing practice as following guidelines 
“it’s the nursing guidelines we have to follow” (P209). Most other participants 
considered caring nursing practice as going beyond guidelines and tasks “the ability to 
work beyond the task required. Doing your best to provide care as opposed to a 
service and ticking off a care plan. Going above and beyond turning up for work and 
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going through the motions.” (P217) or “the ability to work beyond the task required. 
Being able to identify the need for the person beyond the rationales of science” 
(P157). ‘Going above the mechanical chores of nursing (obs. etc.,) and making a 
connection with every patient’ (P293); and, “A practice that involves extra work other 
than just tasks but actually minding for each patient with compassion and care” 
(P732). When describing caring in the context of nursing practice nurses focused on 
the application and integration of caring to all aspects of nursing practice “Practice that 
is holistic; mind, body, soul” (P168); and, ‘holistic care of patients using skills and 
knowledge’ (P246).  
In short participants felt that caring nursing practice required holistic care “the 
delivery of kind, compassionate holistic care” (P918) which included “a provision of 
care providing high level of expertise in an area of care” (P848) by “accomplished, 
kind, compassionate person [nurse] who cares from the heart” (P918). Holistic caring 
nursing practice was seen to encompass the patient in context “Compassionate care 
by a nurse to patients / family / other” (P637) as well as the context of nurses as 
“Members of teams one where the nurse is compassionately and kindly involved with 
their patients, colleagues, and all members of the health care team” (P638). 
CNP was often seen as a process: “ability to incorporate all aspects of care in a 
nursing process to improve patient outcomes” (P350) and the “process of care 
emotional / physical included in all activities in the provision of care” (P927). The use 
of reflection in this process is mentioned “the combination of reflective practice - i.e. 
nursing process” (P293) although ‘evaluation’ is depicted as the reflective component 
of the model (Orlando, 1972). Also, participants mentioned the term ‘caring moment’ 
(Watson, 2019). This term had recently been introduced into one WA hospital as a 
component of the hospitals model for nursing practice although Watson’s model is 
being taught in university nursing courses. Participants stated “caring in nursing 
practice is small moments in nursing you do for patients” (P272) and “a collaborative 
moment between nurse and patient to achieve a patient’s health goals” (P246). 
Nurses acknowledged the emerging science of caring “evidence based practice of 
caring” (P468) (Turkel et al., 2018). The evaluative or reflective component of practice 
was seen as integral to either model of nursing practice: “the ability to notice when 
someone needs help” (P795). 
Participants recognised that nurses required attributes and values which enabled 
caring nursing practice: “compassionate, empathetic, thoughtful & culturally 
appropriate service delivery” (P316) and “set of values a nurse encompasses to help 
the patient maintain comfort and wellbeing skills to administer medications, listening, 
empathy, advocating, education, mindfulness” (P757). Participants also recognised a 
disposition which facilitated this: “Doing something with a joyful spirit and a cheerful 
heart” (P253); and, “Looking after patients in hospital in a kind and gentle manner, 
positive, happy and helpful” (P253).  
Caring nursing practice was seen as something that went beyond technical 
nursing practice. Participants recognised it as an holistic approach to care which saw 
the patient as an individual with a variety of health needs within hospital and family 
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contexts. Caring was seen to be the demonstration of attributes and values and 
disposition of the nurse as well as the technical competence.  
5.3.3.2.3 Personal factors influencing caring 
Survey data demonstrated that a variety of factors were considered to influence 
caring. These were grouped by the researcher (Table 5.30).  
Table 5.30 Sample of responses to factors influencing caring 
1 Socio-cultural 
T1-T3 ‘morals and values and belief system / spirituality’ (P103), ‘cultural beliefs’ (P145) and 
‘cultural upbringing’ (286), ‘spirituality / religion’ (P212), ‘attitude’ P(217), ‘upbringing’ 
(P237), ‘family background’ (P227), ‘home situation’ (P769) 
(Frequency of the word cultural increased between T1 and T2 by 23% although new 
concepts were not introduced) 
 
2 Organisational / work related  
T1  ‘personal security’ (P105), ‘fatigue’ (P466), ‘career fatigue’ (P316), ‘fatigue physical and 
emotional’ (P655), ‘access to resources needed’ (P315), ‘previous exposure’ (P242), 
‘time’ (P445+ multiple other Ps): ‘stress and time constraints due to busy ward’ (P149), 
‘stress’ (P168), ‘time management’ (P575), ‘ability to time plan / prioritize’ (P654)  
T2  ‘noise / hearing issues – physical’ (P922)  
T3  ‘overwhelmingly busy’ (P253), ‘Not being valued by the organisation’ (P416) 
 
3 Nursing 
‘if you have a relationship with them [patients]’ (P808), ‘knowledge of the condition’ 
(P484), ‘knowledge’ (P877) 
 
4 Personal / demographic 
T1 ‘nurses age’ (P293), ‘gender’ (P496), ‘own problems’ (P209), ‘general wellbeing’ P(244), 
‘my own health’ (P253), ‘sleep deprivation’ (P730), ‘attitude’ (P273), ‘mood’ (P405) 
‘personal satisfaction and happiness / self-love’ (P350), ‘life experience –sickness’ 
(P461), ‘emotion and understanding’ (P933), ‘level of empathy’ (P866),  
T2  ‘education’ (P103), ‘age and past traumas’ (P350)  
T3  ‘culture, education, spirituality’ (P638), ‘spiritual beliefs’ (P922) 
 
5 Mind-body connection 
T2 ‘brain plasticity’ (P575)  
T3  ‘self-depreciation / poor confidence’ (P971) 
Socio-cultural and organisational-work related responses remained constant 
over the three time intervals. There was a qualitative shift in responses related to 
nursing and personal factors over the three time frames. The mind-body connection 
was mentioned only after the MC. 
At T2 participants began to explore personal attributes such as “touch” (P795), 
“engagement” (P105) and “prejudice” (P434), which influenced their caring. By T3 they 
were inclined to reflect on their own impact on care when approaching different types 
of patients such as “difficult abusive patients” (P253).  At T3 participants were more 
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likely to single out spirituality as a personal factor influencing their caring. The mind-
body connection was mentioned after the MC at T2 and at T3. 
5.3.3.2.4 Caring moment 
The term ‘caring moment’ originated with Dr Jean Watson (Watson, 2010). She 
states a caring moment occurs  
When two people, each with their own “phenomenal field”/background come 
together in a human-to-human transaction that is meaningful, authentic, 
intentional, honouring the person, and sharing human experience that 
expands each person’s worldview and spirit leading to new discovery of self 
and other and new life possibilities. (Watson Caring Science Institute, 2010, 
p. 1) 
Understanding of what constituted a ‘caring moment’ was encapsulated by this 
participant comment on the survey “A suspended involvement with self to provide a 
brief interlude of engagement for the betterment of another” (P105). Another 
participant indicated presencing as a component of a caring moment “The here and 
now of when a conscious action takes place” (P405). Some indicated the mutuality of 
a caring moment between nurse and patient “interpersonal caring moment between 
the nurse and patient reciprocated” (P468) or between those with whom the nurse 
interacts “An interaction between two or more people with the exchange of personal 
information, experiences and response in an empathetic manner” (P262). Also, with 
that interpersonal interaction moment being intentionally caring; “Taking time to 
provide personal interaction with someone which might make them physically or 
spiritually more comfortable / at ease” (P319) or “a moment that embodies all aspects 
of caring in a single act” (P350). 
Other participants provided concrete examples such as, “A simple smile!” (P449) 
of the unspoken which featured in participants responses; or, “interaction that can be 
unspoken and both aware a caring moment has occurred”. There was a change over 
the three time frames. One participant was unfamiliar with the term or the concept 
prior to the MC. At T1 this nurse simply wrote “? No idea!” (P328) at T2 after the MC 
the same participant stated ‘patient outcomes improved by “caring' nursing / nursing 
'care'” (P328). The transcendent nature of nursing expressed in a multitude of ‘caring 
moments’: “holding someone's hand or saying comforting words. … plump their 
pillows to make them more comfy” (P253).  The transcendent nature of caring moment 
leading to ‘expansion’, ‘self-discovery’ and ‘new life possibilities’ described by Watson 
(2010) are not explicitly evident in participants responses. The response that 
represented this most closely was: “A suspended involvement with self to provide a 
brief interlude of engagement for the betterment of another” (P105). What does 
become clearer by T3 is the locus of motivation in the provision of caring moments 
“Heart centred encounter with another human being that is meaningful and authentic” 
(P461). 
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5.3.3.2.5 Benefits and importance of caring 
Participant responses on the benefits and importance of caring were so similar 
they have been addressed together. Participants were clear that caring was important. 
Participants provided up to four reasons for why caring was important. The percentage 
of participants with fewer than three reasons decreased over time: T1-15.5%, T2-
9.5%, T3-7.7%. Participant responses fell into four groupings: patients, nursing, 
organisational / work related factors, and sociocultural factors. 
Caring was seen to be important to patient care. Participants felt it supported 
healing by decreasing patient stress/anxiety, increasing compliance with patient 
education, supporting patient autonomy and involvement in their care and improving 
safety. The impact of caring is seen to improve patient perception and experience of 
care received (P641). This in turn makes them more likely to seek help (P706), reduce 
health issues (P937), heal faster / better (P858), speed up discharge and reduce 
readmission (P655). Caring is seen to have an impact on the emotional environment 
of hospitals, particularly patient violence and the effects on staff and patients alike with 
less code blacks or disagreements (P496). Participants felt caring would result in “less 
displays of aggression and yelling at staff by disgruntled patients and family” (P575) 
improving the “working environment” (P286) and “make the hospital safer” (P460). 
The nursing group of responses showed caring was emphatically viewed as 
integral to the concept of nursing: “it’s what we DO” (P680). They ‘DO’ ‘caring’ 
because it provides a sense of “satisfaction” (259), they “love caring” (P272), they 
found caring “fulfilling” (P301); and, “rewarding” (P296) and had “a sense of pride” 
when able to demonstrate caring as part of nursing practice (P103). It was congruent 
with their values, their sense of moral responsibility and how they approached their 
work (P461) – caring was seen as “experiential caring” (P105), and for some it was 
linked to their spirituality stating “nurse feel like they are doing the right thing, with true 
caring comes good conscience” (P983). Caring was also seen as congruent with their 
goals to heal – noting that ‘cure can happen without care” (P103). Caring was seen as 
an integral component of “treatment” (P654). Caring was also perceived to be a 
continuation of an historically based “professional standard” (P416) acknowledging “it 
is an art / science that once lost may be difficult to find again” (P680). Nurses saw 
caring as “a POWERFUL foundation” (P350) which provided nurses with a sense of 
meaning and dignity (P301) in their work. The foundation and history of nursing meant 
“nurses expect nurses to care” (P637). Caring increased “trust in the profession” 
(P209). 
The organisation was seen to benefit from caring nursing practice in several 
interconnected ways. Satisfaction was seen as an outcome of caring and this was 
considered to have an impact on the work environment and on the organisation. 
Satisfaction was expressed in terms of job (P168) and patient satisfaction (P293). Job 
satisfaction resulted where caring allowed nurses “to remain patient focused” (P637). 
Where staff were able to demonstrate caring there were engaged staff (P934), with a 
sense of belonging (P713), better outcomes for colleagues (P405) enhances staff 
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loyalty (P922), motivation (P937), less sick time (P983), less absenteeism (P586), 
reduced burnout (P296), staff retention (P983), longer careers and therefor potential 
for career advancement (P637). Participants felt if caring were possible the hospital 
would be seen “as the best place to work” (P453). The legal and financial 
responsibilities of an organisation were considered. Participant nurses felt there would 
be less possibility of the hospital being sued for “vicarious liability” (P157). When 
considering improved patient, nursing / human resource and organisational outcomes, 
they felt “funds saved could be directed to other areas” (P955). By doing this there 
would be less money required for the same care (P864). Overall participants came to 
the conclusion at T3 that “caring costs nothing, people like it when you show you care 
even in the smallest of ways” (P922); and, that this is ultimately good for the 
organisation as it increases productivity and reputation (P922). 
Society was seen to place expectations on nurses to care (P680) and therefore 
when it was delivered society was seen to “feel safe in our care” (P933) with a 
resultant increase in “trust in the profession” (P212). Participants extrapolated the 
benefits and importance of caring to the ideal society, where caring within society had 
positive impacts: increased “positivity and unity” (P619), “respectful” (246), “less 
friction – less wars” (P253), “less hate, violence and prejudice” (P259), “less DISease 
and fewer hospitalisations” (P350). Ultimately when caring was applied to society it 
was seen as having the capacity to change society (P461) and make for a “healthier 
society” (P466) which would result in “cheaper health systems” (P350). 
In summarising this section one participant simply stated about caring “it matters” 
(P981). Participants saw caring as an integral, interconnected component of patient 
centred care (Figure 5.2). 
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Figure 5.2 Interconnected effect of the benefits and importance of caring 
 
149 
5.3.3.2.6 Behaviours demonstrating caring 
Caring behaviours were grouped according to emergent concepts: caring 
communication, affective disposition / cultural norms related to caring behaviours, 
caring approach demonstrated in nursing actions, caring in a collegial and 
organisational context. Frequency (f) of how often behaviours happen across three 
time intervals (T1-T3) remained constant in the following behaviours. 
Of caring communication, active listening (f=60), use of voice – including tone, 
asking questions (f=24), therapeutic touch – especially holding someone’s hand 
(f=27), and open communication (f=18) were commented on most often by 
participants. Over the three time frames frequency of caring communication did not 
change. 
Participants had a very large number of affective disposition / cultural norms 
related to demonstrating caring. The three most mentioned which were directed at 
patient care were empathy (f=51), understanding (f=18) and compassion (f=15). 
Attributes which supported caring nursing practice included: engagement; gentleness; 
honest;, use of humour – when appropriate; nurturing; polite; positive attitude 
irrespective of “bad attitude of patients” (P706); respect; and, sympathy. These 
attributes did not fluctuate between T1-T3.  
The group of behaviours related to nursing could be further subdivided into five 
clusters related to caring behaviours: what (action) is done, when (time) is it done, 
how (attributes) is it done, why (purpose) is it done and collegial and organisational 
caring.  
Two key actions were mentioned by participants: advocacy (f=12) and including 
patients in care planning– empowering rather than directing (f=9). Additional actions 
included: acts of kindness such as providing cups of tea or fluffing pillows, allowing 
visitors to stay longer, tidy bed space, ensuring a peaceful environment, ensuring 
privacy and obtaining consent.  
Caring actions occur in time and in a timely way. Participants cited: ‘being there 
when needed’ (f=12), taking time to allow patients to ask questions and to listen to 
them - being present (f=9), anticipating needs (f=6). Also included were: timely 
responses to call bells and analgesia requests. 
The nursing attributes required for caring were: calm behaviour in stressful 
situations – professionalism (f=12), knowledge (f=9), and, working within scope of 
practice, use of evidence based practice, situational awareness, flexibility in providing 
care and maintaining care focused on patient.  
Participants also cited nurse pre-disposition which supported caring: personal 
desire to care (f =6), commitment and a desire to support dignity (f =6) and spirituality 
(f =3).  
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Participants extended the concept of caring behaviours to colleagues and the 
organisation such as debriefing with colleagues, peer support, teamwork, “knowing 
colleagues well enough to know when something isn’t right and acting on it” (P933). 
Additional caring behaviours were included for the first time at T2: understanding 
of different cultural backgrounds and capacity to care without prejudice or 
discrimination (f=6), acknowledging personal experience affects caring behaviours 
(f=4), trustworthiness (f =3) and a passion for the role (f=4). Also mentioned were: 
providing a peaceful environment (f=3); making sure the patient is comfortable (f=3); 
critical mind – incorporating feedback (f=6); good clinical skills (f=3); and, education 
and teaching (f =4). Four new behaviours were mentioned at T3: passion (f=1), 
commitment (f=1), holistic care requires flexibility (f =1), and pausing / mindfulness 
(f=1). 
Participants supplied responses for what they thought constituted caring 
behaviours with the patient, colleagues and organisations. They indicated that caring 
patient focused actions take place in time and are done by caring professional nurses. 
Professional caring behaviours meant nurses were calm in adversity and provided 
critical and evidence based holistic care based on sound knowledge and skills. 
Participants also identified collegial and organisational caring behaviours. 
5.3.3.2.7 Summary: caring 
Definitions provided by participants demonstrated a sound understanding of what 
caring entailed. They were consistent when applying this definition to caring nursing 
practice. CNP was seen as a process requiring attributes and values which supported 
caring. Participants were able to identify personal factors affecting CNP including: 
socio-cultural; organisational / work related; nursing knowledge; and socio-
demographic factors. Understanding of Watsons ‘Caring Moment’ appeared to deepen 
over time.  
Participant responses on the benefits of caring were centred on patient care. 
They identified caring as a central concept of what they did, and was congruent with 
their values and beliefs. Participants felt that CNP benefited the organisation in many 
ways – all of which were directly related to patient outcomes. Participants were able to 
clearly articulate what constituted caring behaviours and indicated that many of these 
behaviours ‘require time’. 
5.3.3.3 Understanding healing/curing 
Understanding healing and curing was approached from two perspectives: the 
distinction between the two and exploration of the involvement of the mind-body 
connection. 
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5.3.3.3.1 Distinction between heal and cure 
The distinction between healing and curing was explored. Participants had a 
variety of responses to definitions of both cure and heal (Table 5.31). 
Table 5.31 Distinction between heal and cure 
Understanding Curing and Healing 
T1 
% of 
(N=84) 
T2 % 
% of 
(N=84) 
T3 % 
% of 
(N=19) 
CURE    
Treatment or substance that ‘cures’ disease of condition 40.5% 23.8% 15.8% 
Absence of disease/disease free 28.6% 22.6% 31.6% 
Relieving from symptoms of disease of condition 2.4% 7.1% 26.3% 
To heal/fix/optimise condition 16.6% 38.1% 15.8% 
Perceived wellness/getting better 7.1% 3.6% 10.5% 
Care/Happiness 1.2% 1.2%  
No response or not sure, don’t know 3.6% 3.6%  
     
HEAL    
To become sound or healthy  10.7% 15.5% 21.1% 
Alleviate symptoms of disease and anguish/comfort 15.5% 10.7% 10.5% 
Wellness/feeling better/finding peace 20.2% 16.6% 31.5% 
To fix/make better or well/recover/healing 35.8% 23.8% 26.3% 
Holistic approach/treatment/deeper 7.1% 29.8% 5.3% 
No response 2.4% 1.2% 0 
     
Is there a difference between healing and curing?    
There can be a cure without healing 6.0% 3.7% 0 
YES 83.3% 92.7% 94.7% 
NO 8.3% 1.2% 5.3% 
No response 2.4% 2.4% 0 
Responses indicated cure was initially perceived of largely in physical terms at 
T1 (69%). Immediately after the MC this focus on physical reduced T2 (46.4%). 
Although there was a slight swing back at T3 (47.3%) there was an overall reduction in 
the focus on physicality in terms of ‘cure’. Participants definitions of heal were more 
often linked to a combination of physical and emotional health and a corresponding 
decrease in participants stating that cure and heal were the same (T1- 8.3%, T2-1.2%, 
T3-5.3%). As noted previously there was an immediate effect on responses after the 
MC with a slight swing back at T3.  
152 
5.3.3.3.2 Involvement of the mind-body connection 
Participants came to the MC with a clear understanding that there is a mind-body 
connection (Table 5.32). 
Table 5.32 The mind is involved in healing curing 
Responses T1 % of total T2 % of total T3 % of total 
Yes  83 99% 82 98% 18 95% 
No  0 0% 0 0% 0 0% 
Not sure 1 1% 0 0% 0 0% 
No response 0 0% 2 2% 1 5% 
TOTALS 84 100% 84 100% 19 100% 
Their understanding was explored further in relation to their understanding of 
health (Table 5.33). 
Table 5.33 Mind–Body connection 
Mind-body connection T1 % of total T2 % of total T3 % of total 
1.  Body and mind are linked 25 29.8% 17 20.2% 4 21.1% 
2.  Link can be conducive or 
disruptive to health and 
healing 
20 23.8% 39 46.5% 14 73.6% 
3.  Responses indicating one or 
other is in control 
28 33.3% 18 21.4% 0 0% 
No response 11 13.1% 10 11.9% 1 5.3% 
TOTALS 84 100% 84 100% 19 100% 
The first two types of responses indicated there was a mind-body connection. 
The third type of response indicated one or other were in control. Some participants 
T1-8, T2-2, T3-1 mentioned being positive as a key to health and healing. Mind over 
matter was mentioned at T2-2. Both of these types of responses were included in 
‘responses indicating one or other is in control’ as the emphasis was on only one 
aspect rather than interconnectedness. Participants comments indicated at T3 that 
they clearly understood the concept “the way through which ones thoughts, emotions 
or spiritual practices can affect the way the body functions directly being conducive to 
illness or health” (P301); “Our thoughts, feelings, beliefs, and attitudes can positively 
or negatively affect our body functioning” (P416). Also at T3 one participant provided a 
transcendent understanding “when the mind is aware and in touch with the body, 
balance and insight is found” (P795). This concept of transcendence would be familiar 
to those participants having studied Jean Watson’s writings on caring nursing practice 
(Watson, 2003). 
When asked how they might influence the mind-body connection participants 
provided a wide variety of responses over three the time frames (Table 5.34). 
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Table 5.34 Positively influencing personal mind-body connection 
Responses 
T1 
N=130 
% of 
total 
T2 
N=138 
% of 
total 
T3 
N=32 
% of total 
Mindfulness  12 9.2% 16 11.6% 5 15.5% 
Meditation 13 10.0% 21 15.2% 1 3.1% 
Spiritual practices 1 0.8%     
Prayer 2 1.5%     
Contemplation 4 3.1%     
Exercise (can be spiritual) 5 3.9% 5 3.7% 3 9.4% 
Yoga 2 1.5% 5 3.7% 3 9.4% 
Tai Chi 2 1.5% 6 4.3% 3 9.4% 
Running       
Mental/Emotional wellbeing 8 6.2% 3 2.2%   
Physically healthy 8 6.2% 7 5.1% 1 3.1% 
Physical 
relaxation/Rest/Sleep 
10 7.7% 12 8.7% 4 12.5% 
Altering breathing 3 2.3% 6 4.3% 2 6.3% 
CBT 1 0.8% 1 0.7%   
Safe, secure environment 3 2.3%     
Reflection/reflective 
practice 
12 9.2% 22 16.0% 2 6.3% 
Work/life balance, time with 
family 
7 5.4% 2 1.4% 1 3.1% 
Self-care/reduce stress 6 4.6% 6 4.3% 3 9.4% 
Positive thinking  17 13.1% 17 12.3% 4 12.5% 
Educate self and increase 
knowledge 
2 1.5% 1 0.7%   
No response 12 9.2% 8 5.8%   
       
TOTALS 130 100% 138 100% 32 100% 
The concept and practice of mindfulness was taught in the MC. There was an 
increase in the percentage of responses related to mindfulness over the three time 
frames (T1-9.2%, T2-11.6%, T3-15.5%). Similar results were found with participants 
who responded ‘physical relaxation/rest/sleep’ (T1-7.7%, T2-8.7%, T3-12.5%). Others 
increased their understanding of the link between particular types of exercise (Yoga 
and Tai Chi) as a means of positively influencing the mind-body connection. Reflection 
and reflective practice showed an increase in perceived use to positively influence the 
mind-body connection directly after the MC (increase of 6.8%); however, participant 
perception of its utility in positively influencing the mind-body connection dropped by 
9.7% at T3 to levels below those reported at T1.  
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5.3.3.3.3 Summary: healing/curing  
In summarising these subsections, data demonstrated that participants entered 
with a firm understanding that the mind is involved in healing and curing. It also 
showed that their understandings of the distinctions between heal and cure could be 
enhanced by the MC. Their concept of mind-body connection and how to positively 
influence the connection was also enhanced by the MC.  
5.3.3.4 Understanding organisations 
This sub-section deals with understandings about how hospitals support CNP 
and how CNP can support organisations. 
5.3.3.4.1 Hospital support for caring nursing practice (CNP) 
Participants provided up to three responses at each time interval on what their 
hospital could do to support CNP. In total there were 486 responses over the three 
time frames (Table 5.35).  
Table 5.35 Hospital support for caring nursing practice 
  T1 % 
N=220 
T2 % 
N=214 
T3 % 
N=52 
1 Leading by example  17.0 15.0 30.8 
2 Leading by commitment  27.4 30.3 25.0 
3 Support for nurses and nurses supporting CNP  14.5 12.6 11.5 
4 Physical environment  1.0 1.9 7.7 
5 Workplace culture  3.6 3.3 3.8 
6 Human resource management  6.4 7.9 7.7 
7 Modification of Practice  6.0 10.3 7.7 
8 Provision of education  24.1 18.7 5.8 
  100 100 100 
Data could be grouped into 8 groups. The emotional attachment to comments 
was not the same for each group. Comments in the lead by example groups evoked 
highly emotive responses: “live up to the hype they propound in their mission 
statements by actually caring for their employees” (P983), “Engage in and understand 
what nursing is like on the floor rather than from the balcony!” (P933), and “Loose the 
corporate approach – accept that health care is a service not a business” (P638) and 
“be less dictatorial” (P316). These comments were often linked to calls for the hospital 
to “Listen!” to nurses – “at the bedside” (P247), “actually visit areas, meet staff, be 
available” (P244), and “let staff be involved in decision making” (P640). The 
percentage of responses in this grouping increased over the three time frames 
(T1=17%, T2=15%, T3=30.8%). 
Hospital commitment to support CNP could be divided into: (1) ways of 
becoming more patient focused: “evaluation of care outcomes/audits” (P468) and 
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“give nurses a chance to implement it [CNP] and empower them to do so” (P937) and 
(2) financial resource allocation and redistribution: “increase nursing hours per patient 
day to allow nurses more time with their patients” (P629), “open up more beds” 
(P654), “reduce the bureaucracy which is killing nurses ability to have the time to care” 
(P983), “increase resources – clinical” (P983) and “staffing” (P730), “reduce the 
pressure of bed flow and bed movement” (P149). Many of these comments are linked 
to suggestions in the human resource management grouping: “increase shift times 
from 7 hours, allow for hand-over, support specialist nursing roles, allow for sufficient 
annual leave breaks” (P293).  
Some participants bridged groupings and suggested ways in which management 
and human resource (HR) teams could work together to support CNP. For example: 
“restructure staffing and increase in cohort on wards” (P319); and, “employ enrolled 
nurses” (P702). Participants considered their practice and suggested hospitals might 
support CNP by: “LESS DOCUMENTATION!” (P259), “know that little things are still 
helpful” (P448); by “improving workplace culture” … “build a more positive culture” 
(P933), promote opportunities to “connect” (P730), promote “consumer involvement 
(P730), and the overarching plea “listen to nurses” (P253). Participants were less 
concerned with the physical environment with one participant stating simply “provide 
facilities to support patients rather than just rooms with beds” (P405).  
The ‘provision of education’ grouping resulted in a large percentage of comments 
which decreased over time (T1=24.1%, T2=18.7%, T3=5.8%). Most comments (49%) 
were related simply to the need for education. Others to equity in the provision of 
education: ‘training paid for all nurses with time to attend’ (P933). There were a 
number of comments related to education support for: supervision and mentors and 
back to basics. Other comments related to specifically to CNP: “develop e-learning to 
educate staff/increase their awareness of caring nursing practice” (P319); “more PD 
on caring” (P449); and, “inform executives / need of departments about this research” 
(P212). 
Participants were quite clear about their priorities. Participant responses 
indicated they wanted: a hospital supportive of nurses and engaged with needs of 
nurses; an urgent need for more time with their patients (for which they had many 
suggestions on how this might be achieved the main two was staffing levels and 
staffing mix); and, recognition of their work and recognition and action on constraints 
to providing CNP. They also wanted more PD, and more equitable access to PD. The 
MC increased awareness of leading by example and the importance of the physical 
environment to patient care and patient’s healing. 
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5.3.3.4.2 Effect of CNP on organisations 
Most participants were confident that CNP could affect the organisation (refer 
Table 5.36). 
Table 5.36 Can caring nursing practice affect the organisation? 
 T1 T2 T3 
 
 % of 
N=84 
% of 
N=84 
% of 
N=19 
Yes given the opportunity 97% 97% 95% 
No never 0% 0% 0% 
Not sure 2% 1% 0% 
No response 1% 2% 5% 
TOTALS 100% 100% 100% 
5.3.3.4.3 Summary: organisations  
In summarising the sub-section on understanding organisations - data 
demonstrated participants understood the way organisations worked. They identified a 
variety of means by which organisations can support CNP. Many participants returned 
to the question of ‘time’ for CNP which recurred in many contexts. Participants were 
also very clear that CNP could affect the organisation given the opportunity.  
5.3.3.5 Understanding thinking 
This subsection covers two aspects of thinking: firstly, ways of organising nurses 
thinking using nursing models, and secondly ways of integrating thinking with 
particular attention to: the concept of praxis, reflective practice and time required for 
learning. 
5.3.3.5.1 Nursing models: critical thinking and scientific thinking 
When asked to respond to a question asking for the name of a nursing model 
which uses critical thinking and scientific process 82% of participants either didn’t 
know of or were unable to provide an appropriate answer at T1 (Table 5.37). 
Table 5.37 Nursing models using critical thinking and scientific process 
Nursing models T1 
N=84 
% of total 
T2 N=84 
% of total 
T3 
N=19 
% of total 
Don’t know / blank 68% 20% 0% 
Wrong answers 14% 13% 50% 
Correct answers 18% 67% 50% 
TOTAL 100% 100% 100% 
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At T2, immediately after the MC the percentage of participants unable to answer 
the question or provided incorrect answers decreased to 33% indicating a 49% 
increase in understanding. As with previous responses there was some diminution of 
retention at T3 even though the overall increase in correct answers from T1 was 32%. 
The MC was able to make a difference to participant understanding of nursing models. 
5.3.3.5.2 Integrating knowledge – making meaning 
Three survey questions were concerned with the integration of knowledge. They 
were: praxis, reflective practice, and time to learn. 
Knowledge about Praxis  
The concept of praxis as distinct from practice or reflective practice was taught in 
the MC (Table 5.38).  
Table 5.38 Definition of praxis 
 
Definition of praxis  
T1 
N=84 
% of total 
T2 
N=84 
% of total 
T3 
N=19 
% of total 
Correct answers 6.0% 72.6% 26.3% 
Thought informs action and action informs thought 4.8% 60.7% 26.3% 
Committed action informed by critical reflection  8.3%  
Theory / thought mutually creative 1.2% 3.6%  
Incorrect answers 10.7% 10.7% 52.7% 
Blanks / unsure 83.3% 16.7% 21% 
TOTALS 100% 100% 100% 
Prior to the MC (T1) 94% of participants were either unsure or provided incorrect 
answers. The number of participants with unsure or blank answers immediately after 
the MC (T2) and at T3 decreased. The number of correct answers increased from 6% 
at T1 to 72.6% at T2.  
The concept was difficult for some to understand particularly at T1 but they 
engaged with humour “A dance studio formerly in Pakenham Street in Fremantle … 
sorry I don’t know” (P983). Although the number of correct answers dramatically 
increased from T1 (6%) to T2 (72.6%), a number of participants were still unsure at 
T2: “I still don’t get this” (P212), “still no idea” (P253) “Is it practice?” (P983). Others 
grasped the concept: “thinking about doing something while you’re already doing it. 
Thought of action and actioning the thought” (P449); or simply “mutual engagement of 
thought and action” (P445). Some at T2 included the concept of change as an 
outcome of informed action “praxis moves beyond reflective practice (thought), it is a 
commitment to action / change. Praxis thought informs action” (P293) and some 
included the concept of transcendent thought “actions influence thoughts, thoughts 
influence actions - providing you with inspiration” (P619). Over time the number of 
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correct answers decreased, however there was an overall increase of 20.3% over the 
three time intervals. 
Participants were able to provide a number of activities which might enhance 
praxis. A wide range of responses could be grouped into: education, mental, physical, 
or combined activities (Table 5.39). 
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Table 5.39 Activities which might enhance praxis 
 
Activities which might enhance praxis  
T1 
N=84 
% of total 
T2 
N=84 
% of total 
T3 
N=19 
% of total 
CORRECT RESPONSES 15.5% 72.7% 57.9% 
EDUCATION    
Reflection/reflective practice / critical thinking / journaling 8.3% 38.1% 36.8% 
Educate self and increase knowledge 1.2% 1.2% 5.3% 
 9.5% 39.3% 42.1% 
MENTAL    
Positive thinking 1.2% 1.2%  
Listening and talking   2.4%  
Mindfulness  1.2% 7.1% 5.3% 
Meditation 2.4% 8.3%  
CBT  3.6%  
 4.8% 22.6% 5.3% 
PHYSICAL    
Physical relaxation/Rest/Sleep 1.2% 1.2%  
Yoga  4.8% 10.5% 
Massage  1.2%  
Environment – low noise  3.6%  
 1.2% 10.8% 10.5% 
    
COMBINED 2.4% 8.3% 15.8% 
Repetitive engagement - thinking – action,   7.1% 15.8% 
Drills, mock exercises / practice 2.4%   
Altering breathing    
A moment of kindness  1.2%  
    
MISSING OR INCORRECT ANSWERS 82.1% 19.0% 26.3% 
No response 79.7% 8.3% 10.5% 
Incorrect answers 2.4% 10.7% 15.8% 
    
 
TOTAL  
 
100% 
 
100% 
 
100% 
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Correct responses increased between T1 and T3 (55.8% increase) with the 
greatest increase occurring between T1 and T2 (63.1% increase). There was an 
increase in the number of incorrect answers and a corresponding decrease in ‘no 
answers’ perhaps indicating participant preparedness to test new knowledge and 
explore ideas. 
In summary, participants entered with little understanding of what constituted 
praxis or what activities might enhance it. Following the MC there were learning gains 
particularly at T2. 
Reflective practice 
Three survey questions dealt with reflective practice. They covered: definition, 
steps of reflective practice, and benefits of reflective practice. Analysis was assessed 
against content in the MC. Findings are presented below (Table 5.40). 
Table 5.40 Reflective practice 
 
Correct answers assessed on MC content 
 
T1 
N=84 
% 
T2 
N=84 
% 
T3 
N=19 
% 
Definition 95% 93% 94% 
Steps of reflective practice  (3 asked for) 79% 95% 12% 
Benefits of reflective practice  (3 asked for) 89% 92% 89% 
Definitions of reflective practice at T1 indicated the practice of evaluating nursing 
practice and critical incidents or providing feedback on their work while placing it in the 
context of continuous improvement. Some linked it to goal setting. Although 95% of 
participants had some understanding of the definition, a formal definition of reflective 
practice was not evident. Five per cent of participants had no concept of what 
reflective practice entailed. At T2 93% of participants had correct answers. There were 
learning gains in the quality of those answers. At T3 94% of participants were able to 
define reflective practice. 
Steps of reflective practice showed 16% learning gains between T1 and T2; 
however, there was a dramatic drop in correct answers at T3. The drop was 67% 
between T1 and T3. Figures were checked and checked again for accuracy. The 
quality of responses was investigated and it was found that at T3 participants seemed 
to focus on learning gains and implementing action or making change.  
Benefits of reflective practice were well recognised. There were some marginal 
learning gains at T2 (3%).  
Time to learn 
Participants increased their perception that learning takes time over the three 
time intervals (Table 5.41).  
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Table 5.41 Time to learn 
 
Agreement with learning takes time 
T1 
N=84 
% 
T2 
N=84 
% of total 
T3 
N=19 
% of total 
Time to learn 92% 94% 100% 
 
5.3.3.5.3 Summary: thinking 
There were learning gains in knowledge about praxis. Participants entering the 
MC recognised benefits of reflective practice and there were learning gains in 
knowledge about reflective practice. Participants were also aware that learning takes 
time on entering the MC and learning gains were made in this awareness. 
5.3.4 Caring efficacy scale 
This section outlines the results from the Caring Efficacy Scale (CES) developed 
by Coates (Reid et al., 2015). In the Australian context inter-factor correlations rated 
significantly for two subscales: confidence to care (which the authors abbreviated to 
SE for self-efficacy) and doubts and concerns (DC) (Reid et al., 2015). The same 
nomenclature and abbreviations will be used in this study. Questions 53-80 of this 
study include the 28 items of the CES which comprise two factors: confidence to care 
and doubts and concerns (Table 5.42).  
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Table 5.42 CES: Factors 
Q FACTOR 1: Confidence to care – Self-efficacy 
54 I convey a sense of personal strength to my clients / patients 
61 I can usually create some way to relate to most any client / patient 
55 Clients / patients can tell me almost anything and I won’t be shocked 
56 I have an ability to introduce a sense of normalcy in stressful conditions 
59 
I can walk into a room with a presence of serenity and energy that makes clients / patients feel 
better 
68 I can usually establish a close relationship with my clients / patients’ 
57 
It is easy for me to consider the multi-facets of clients / patients’ care, at the same time as I am 
listening to them 
60 I am able to tune into a particular client / patient and forget my personal concerns 
53 I feel comfortable in touching my clients’ / patients’ in the course of care giving. 
75 I have helped many clients / patients through my ability to develop close, meaningful relationships 
69 I can usually get patients / clients to like me 
64 I use what I learn in conversations with clients / patients to provide more individualised care 
72 If I think a client / patient is uneasy or may need some help, I approach that person 
78 
When a client / patient is having difficulty communicating with me, I am able to adjust to his / her 
level 
Q FACTOR 2: Doubts and concerns 
79 Even when I really try, I can’t get through to difficult clients / patients 
70 I often find it hard to get my point of view across to patients / clients when I need to 
62 I lack confidence in my ability to talk to patients from backgrounds different to my own 
71 When trying to resolve a conflict with a client / patient I usually make it worse 
65 I don’t feel strong enough to listen to the fears and concerns of my clients / patients 
77 I often become overwhelmed by the nature of the problems clients / patients are experiencing 
58 
I have difficulty in suspending my personal beliefs and biases in order to hear and accept a client / 
patient as a person 
66 
Even when I’m feeling self-confident about most things, I still seem to be unable to relate to clients/ 
patients 
73 If I find it hard to relate to a client / patient, I’ll stop trying to work with that person 
74 I often find it hard to relate to clients / patients from a different culture than mine 
80 I don’t use creative or unusual ways to express caring to my clients / patients 
76 I often find it difficult to express empathy with clients / patients 
63 I feel if I talk to clients / patients on an individual, personal basis, things, might get out of control 
67 I seem to have trouble relating to clients / patients 
 
CES scores across the three time frames showed means, standard deviations, 
ranges and percentage of participants with high perceived CES score similar to those 
found in the Australian test of the psychometric properties of the CES. In addition 
there appeared to be a minimal increase in these scores over the three time periods 
(Table 5.43). 
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Table 5.43 CES scores T1-T3 
 Mean SD Range % of participants with 
perceived CE score 
REID et al 5.074 0.497 3.470-6.000 100% (>3.0) 
T1 4.792 0.306 3.259-5.296 100% (>3) 
T2 4.870 0.247 4.414-5.354 100% (>3.0) 
T3 5.051 0.331 4.444-5.667 100% (>3.0) 
All 4.904 0.133 4.792-5.051 100% (>3.0) 
Results of this research are similar to those achieved by Reid et al. (2015). The 
MC did not make a quantitative difference in CES based on results of the CES 
developed by Coates (Coates, 1997). 
5.4 Chapter Summary 
This chapter provided findings and analysis of qualitative and quantitative data 
obtained from the survey across three time intervals. It first outlined the study 
population, described survey data collection and proposed data analysis before 
presenting findings and analysis of the data. Findings and analysis were presented in 
three groupings: demographics, nursing as caring and the knowledge component in 
terms of learning gains. The next chapter will provide findings and analysis of 
reflective practice journaling data. 
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Chapter 6: RPJ: ANALYSIS AND FINDINGS 
6.1 Introduction 
This chapter presents data analysis and findings emerging from reflective 
practice journaling (RPJ). The chapter outlines participation, coding and theming 
approach prior to describing and analysing the themes which emerged from the data. 
A reflexive reflection on the effectiveness of RPJ as an educational tool for support of 
caring nursing practice is provided. The chapter concludes with a summary of the 
analysis. Findings of this chapter will be merged for comparison and interpretation of 
convergence or divergence with the survey data in the next chapter (Chapter 7).  
6.2 Participants 
RPJ participants were drawn from those participants attending the Master Class 
who also consented to participate in online reflective practice. All participants at the 
Master Class were provided with information about RPJ. Those interested in RPJ 
were sent a confirmation email in the week following the MC which provided further 
information and encouragement to aim at providing one RPJ submission per week via 
email over a six week timespan. In total fifty-five reflections were submitted by 13 
participants.  
6.3 RPJ Data Collection 
The number of completed reflections varied between participants (Table 6.1).  
Table 6.1 RPJ participation 
Number of reflections Number of participants 
Total number of 
RPJs submitted 
6 or more 5 38 
5 2 10 
2 1 2 
1 5 5 
 13 participants 55 reflections 
 
Those who did not complete RPJ provided reasons. These reasons fell into three 
groupings: “starting a new position / leaving current position”, “life has become too 
chaotic / difficulty finding the time and space”, and “struggling with personal/family 
problems”. All RPJ participants were thanked for their time and for their online 
reflections.  
6.4 RPJ Data Analysis 
The fifty-five on line RPJ submissions were analysed in line with thematic data 
analysis (Braun & Clarke, 2006). Braun and Clarke’s approach was chosen because it 
is recognised that “thematic analysis (TA) has a less coherent developmental history. 
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It appeared as a ‘method’ in the 1970s but was often variably and inconsistently used” 
(Braun & Clarke, 2014, p. 1). 
Credibility and dependability of this researchers’ theming approach was checked 
against that of an experienced ‘themer’. There was consensus in coding and theming. 
Early codes and themes were constantly reviewed. Braun and Clark state that as 
analytical methods mature different variations appear (Clarke & Braun, 2013). 
Maintaining credibility and dependability does not preclude flexibility. Braun and Clark 
(2014) state their approach to theming “offers[s] a theoretically flexible approach” (p. 
1). They explain that the level of patterns and the interpretations to be made from 
those patterns is left to the researcher (Braun & Clarke, 2014). 
The aim, particularly with qualitative data analysis, is for it to be accepted as 
trustworthy. For this to happen: 
… qualitative researchers must demonstrate that data analysis has been 
conducted in a precise, consistent, and exhaustive manner through 
recording, systematizing, and disclosing the methods of analysis with enough 
detail to enable the reader to determine whether the process is credible. 
(Nowell, Norris, White, & Moules, 2017, p. 1) 
Determining trustworthiness and credibility therefore requires clear description of 
data analysis (Clarke & Braun, 2013). The following steps were used in this research: 
1. Becoming familiar with the data  
This involved reading and re-reading to ensure; familiarisation with the 
content and depth of text. 
2. Generating codes  
Significant text components were highlighted then grouped and 
summarised into keywords/codes. Text was again reviewed, and further 
keywords/codes emerged. This iterative process continued until the 
researcher felt that no new codes were necessary and no new codes 
emerged. Early codes were re-examined to arrive at a final list of codes 
(Table 6.2).  
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Table 6.2 Codes 
Early codes Codes 
Advocacy 
Caring – clinical competence 
Caring – emotional competence 
Making the connection 
Taking time to care for patients 
 
Caring for patients 
Individuals and teams make organisations 
 
Caring for organisation 
Nurses as part of families and communities with external 
commitments 
 
Caring for society 
Burn out 
Sense of failure 
Reaching out 
Taking time to balance 
 
Caring for self 
Nursing as a unique profession with which they resonate 
 
Caring for/about nursing 
 
3. Searching for themes 
The data was again reviewed to search for themes. A theme “Captures 
something important about the data in relation to the research question, 
and represents some level of patterned response or meaning” (Braun & 
Clarke, 2006, p. 82).  
4. Reviewing themes 
Themes were continually reviewed in the same iterative process used to 
generate codes. The final review led to creation of themes. 
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5. Defining and naming themes 
Five themes emerged: satisfaction, values, time to nurse, role conflict, and 
capacity to provide care. Each theme has sub themes (Table 6.3). 
Table 6.3 Themes and sub-themes 
Themes Sub-themes 
Satisfaction Important 
Appreciation 
Colleagues 
Ability to care 
 
Values Internalised 
Used as standards for care 
Empathy as transcendent value 
 
Time to nurse Care for body and mind 
Care for complex, mixed, and variable patient loads 
Develop practice 
Care for self 
 
Role conflict Nurses conflicting roles 
Different health professionals 
 
Capacity to provide care Progression 
Burn out 
Isolation 
Sustaining 
 
One meta-theme emerged after reviewing the themes. A meta-theme … “creates 
a new Gestalt, that is to say, a meta-theme is more than the sum of themes it is a 
theme which is said to emerge ‘simultaneously as a synthesis and as a reduction’ of 
themes. It does this by unifying and compressing themes to create “a higher level of 
generality” (Tesc, 1987, p. 234). Meta-themes often can’t be expressed in the same 
way as themes because of the higher level of generality (Tesc, 1987). The meta-
theme that emerged was ‘The balancing act of patient care’.  
A concept image of the process of moving through early codes, to codes, to early 
themes, to themes and arriving at a meta-theme was developed (Figure 6.1). 
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Figure 6.1 Concept map of theming     
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In line with a synergistic approach it is important comment on the core principle 
of ‘position of the researcher’ in relation to data analysis. The researcher notes the 
modified emic position of the researcher who has experience and formal education in: 
nursing, social anthropology, education, and hospital chaplaincy. Also noting that 
coding and theming came from a post-priori position in relation to the literature review 
which was undertaken prior to implementing the proposed research and other studies 
and experiences throughout the researchers’ life.  
Data analysis of fifty-five journal submissions was conducted in accordance with 
Braun and Clarke (2006, 2014) approach to theming. The details of theming 
methodology and results have been clearly described. Findings will now be presented. 
6.5 Theme 1: Satisfaction  
Satisfaction was a recurring theme in participants’ reflections. Participants 
recognised the importance of satisfaction. One participant stated “the importance of 
caring in job satisfaction and in patient outcomes” (P246).  
Satisfaction came from appreciation and ability for personalities to shine through: 
Just as I was about to hand over - the patient told everyone I was lovely and 
as I was about to leave she asked for a hug, which I gave her. On reflection 
it’s great to know that our work is appreciated and that our personalities are 
allowed to shine through when caring for someone. I will return home today 
knowing I've made someone’s day and made them feel happy and cared for. 
In fact I'll have a smile on my face all day now! (P434) 
Similarly after receiving a thank you note from a patient the participant 
recognises the connection between satisfaction and organisational factors impacting 
care: “… satisfaction looking after patients … Very flattered and a good reflection of 
what we as nurses get back from patients when we have time to care” (P350). 
Another recognised the link between appreciation and confidence to care  
I felt very happy and a bit emotional to receive such a compliment. … I 
believe it made me stronger and in fact gave me more confidence and 
improved my self-esteem therefore I was able to confidently do the same for 
other patients just knowing that it helps to listen, show empathy, and display 
the caring side of my profession. (P640) 
Satisfaction also came from supporting other nurses and seeing their happiness 
“It just gives me a personal satisfaction that someone is happy for such a simple 
gesture” (P157). 
Sometimes satisfaction emerged from a change in role with health “When I 
started in a staff development role on the ward I felt a great sense of job satisfaction 
and caring emerge” (P971). 
Lack of satisfaction came from “feeling unable to do my core business”, “not 
feeling respected / acknowledged” but ultimately “mostly due to systemic issues”. This 
stimulated the same participant to use the lack of satisfaction as a stimulus for 
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reflection “How do I generate more satisfaction from my current job?” In a later 
reflection the same participant stated “Caring is our core business it is supporting 
people to be able to heal physically, psychologically and emotionally. It is what brings 
connection with our patients and rewards us with job satisfaction”. In the last reflection 
the same participant states “Not having time to care impacts me personally and 
professionally it robs me of job satisfaction and lends itself to burnout, more sick days 
and looking for opportunities to leave and find a more fulfilling job” (P246). 
6.6 Theme 2: Values 
Participants reflected on internalised values which they see as important to 
nursing practice. For some these values are held throughout a nurse’s life: 
It’s always been a learned value of mine to do my job well and don’t leave 
stuff for others. That’s as a child and a student nurse and all my years as a 
manager. (P157) 
Internalised values applied to caring nursing practice are the standards against 
which nurses may evaluate the effect of management decisions in both cognitive and 
affective domains: 
The clash with my values of care and valuing people as much as I value 
myself is evident in my immediate response. By putting herself before her 
team, my Manager’s actions disturbed me very much. (P637) 
These internalised values are also the standards against which an organisation 
as part of a health system is evaluated: 
What adds to this difficulty is system pressures and values, I often feel the 
system does not acknowledge or reward caring practice. There is an over 
focus on meeting time, efficiency and task orientated targets. Taking time to 
spend with patient's is not rewarded only getting more done in less time, 
seeing more patients, discharging them quicker. The system recognises the 
issues … the need to care for patients but it isn't transferred into system wide 
goals to support this. (P246) 
In their reflections participants also commented on the value of empathy in their 
lives and to caring nursing practice:  
I feel that being able to empathise with people makes me care for others. It’s 
not just in people that I care, although it’s not nursing, I care for animals as I 
know they have not got a voice and have feelings just as humans do, but are 
unable to express them. When caring for patients and my colleagues, i 
always ask myself how would I want to be treated and how would I want my 
parents to be treated. (P434) 
Empathy is seen as a transcendent value with cognitive and affective attributes 
which may be applied to nursing practice.  
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6.7 Theme 3: Time to nurse  
Time to nurse was the third theme. It had four sub themes: time to care for the 
body; time to care for both mind and body; time to care for complex, mixed, and 
variable patient loads; time to develop practice; and time to care for oneself. Each is 
addressed below. 
6.7.1 Time to care for the body and mind 
When describing their role nurses described it in context. They reflected on the 
gritty nature of the nursing role within the organisation identifying time as a key 
component of caring nursing practice:  
One pt [patient] was being transferred back to a nursing home, NFR [not for 
resuscitation], dementia with a solid advanced care directive in place. She 
had a low BSL 2.8 and was soiled [name of ambulance service withheld] had 
arrived. I sent them off for a coffee upstairs to sort her out. I made sure that 
she had food and juice to bring her BSL up, cleaned her up, repositioned her, 
changed her pull ups and we then transferred her to the stretcher about 1 hr 
later when transport turned up again. … I said to the lead that if she were my 
mother or grandmother I would want this to happen before sending her back, 
not to mention my duty of care as a Nurse anyway. I had huge pressure by 
the lead to send her on the [name withheld] ambulance service stretcher 
when they arrived initially despite the state she was in..... not impressed 
....but this does happen!! (P305) 
Inadequate nurse-patient time also affected patient anxiety and pain levels: 
… I did pop back as promised and we did chat about negative impact of 
previous hospitalisation, mostly due to being in a busy ward where she was 
left in pain. I reassured her that every attempt would be made to ensure that 
this would not happen during this admission. I urged her to ring bell when 
pain had started and not to wait until [it] had escalated out of control. I spent 
awhile just sitting with her and reassuring her. She was smiling and content. 
(P640) 
Nurses recognise that nurse-patient time is not a one off need. Another example 
described how providing continuous monitoring and evaluation of patient anxiety and 
pain status is required: 
…even though nursing staff were giving her appropriate analgesia as 
prescribed she felt that she needed stronger medication to keep it under 
control fully I referred her to the Doctor on duty. This patient became less 
anxious as time went on as we continued to reassess her needs and 
evaluate the outcome of our interventions. (P246) 
Holistic health may be overlooked by time constrained nurses: 
I had a patient who was day 3 on the ward post fracture to right arm from a 
fall and was only getting conservative treatment. She was a big lady and had 
some fungal rashes under her breasts and skin folds in the groin area. The 
fungal rash was being treated with a thorough daily shower and application of 
172 
an antifungal cream to the affected area three times a day when she was at 
home. However, since she had been in hospital, she had not had a shower 
as she had her arm in a collar and cuff and was in a lot of pain so kept on 
refusing the shower. … Also, the patient clearly voiced her concern that she 
was not showering as she was in a lot of pain but would love to have a 
shower. I addressed this issue as soon as I could and enabled her to have a 
shower the next day in the morning. The patient was in quite a lot of pain 
after the shower but the peace and happiness she had on her face after the 
shower was amazing. She mentioned that the shower uplifted her mood too 
and felt “clean”. (P449) 
Nurses acknowledge the detrimental effect of pain and hospital induced 
reduction in the standard of care previously experienced in the home. They also 
understand how caring for the physical also means caring for the mind. By doing 
caring for both mind and body anxiety can be reduced, mood can be lifted and healing 
supported. 
6.7.2 Time to care for complex, mixed, and variable patient loads 
Complex, mixed and variable patient loads are routine in many hospital units. 
One aspect to the mix of patients is the gender mixing within shared rooms creating 
additional considerations when caring for patients in such situations: 
I try not to do this as patient’s dignity is compromised but I have to do it to get 
patients in. The only way around this is to explain to patient it’s a mixed room 
and staff are pretty sensitive and don’t mix genders if possible. (P157) 
Nurses felt caring nursing practice was compromised by organisational 
imperatives which reduced nurse-patient time and reflected on ways to ensure safety: 
Staff allocation is most important in the situation, the team nursing should be 
covered for the absence of another nurse anytime. All team member nurses 
should have handover of the high risks patients for keeping an eye on them. 
All the nurses should answer the patient call bell as soon as possible. (P877) 
These compromises in the quality of patient care also had a detrimental effect on 
nurses: 
I was initially allocated 5 patients in a morning shift which morphed into a 
turnover of 17 pts in my 7 3/4 hr shift. Short stay unit-Several were admitted, 
psych and a few elderly falls. Often, I have been caught up in the frenzy of 
getting them out and almost always have felt deficient in my care and 
dissatisfied/ guilty for not giving people the care that I would want. (P350) 
6.7.3 Time to develop practice 
Other participants reflected on how the nurse role needs time to deepen and 
develop within the hospital system: 
This reflection has reminded me of the importance the transition from novice 
to expert. Does it always happen all of the time? I will speak with my 
daughter about it when I see her next, however I do know she has been 
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orientated to the ED over at least a two year period and only now in her third 
year there is she able to coordinate in Resus and apply for an acting Clinical 
Nurse position. (P637) 
Participants reflected on how, with time the nursing develops across the breadth 
of nursing and health care: 
Over the past 10 years of teaching I feel my personal confidence in myself 
and in my understanding of the nurses role in healthcare, in the bigger 
picture of the continuum of community, acute care, chronic management, has 
developed and I have more to offer patients, albeit indirectly! Because I 
never thought I could provide adequate true nursing care I now empower 
others to do that instead! I have a more inquiring mind and I teach others 
how to also be inquiring but also to speak up. I do care! (P971) 
6.7.4 Time to care for self 
The physical, emotional and working capacity of nurses to provide the care is 
affected by time to care for self: 
Finally I have role progressed to Triage after two years working in this 
department, despite my six years previous emergency nursing experience 
working in triage roles and above. It has been challenging, despite knowing 
the data entry system and having experience in triaging there are so many 
site specific nuances and internal politics that make it far from an enjoyable 
experience. Three twelve hour shifts at the Triage desk wears anyone down, 
I feel my voice fading and becoming croaky even before the end of a shift 
that I have to excuse myself despite the line of people in front of me because 
I haven't had a chance to go to the toilet for hours and I'm starting get 
uncomfortable and having trouble concentrating. (P246) 
Overall it can be seen that nursing occurs in context. The context affects how 
nurses implement the goals of caring nursing practice and how well they are able to 
combine technical expertise with a sense of humanity. Time is considered as crucial to 
this goal. It affects the time available to provide holistic care to a mix of clients, time is 
required to broaden and develop as a nurse and time is required to care for the self, 
including decisions about competing priorities in order to meet the most basic of staff 
needs – a visit to the toilet. Competing personal priorities may be one consequence of 
the resolve of nurses to continue to work as nurses and to continue to work towards 
the goal of caring nursing practice.  
Time is seen to have an impact on two inter-related components of caring 
nursing practice: technical expertise and a sense of humanity. Participants saw both 
components as necessary to the provision of holistic patient care and to maximising 
patient outcomes. For example: 
When we had her vomiting and pain under control we moved to AMU where 
they treated her very efficiently and with kindness. (P157) 
A sense of humanity was embodied in small caring acts which ultimately had an 
impact on patient outcomes and departmental efficiency:  
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A gentleman from the ward was brought across to the cardiac catheter lab for 
insertion of a permanent pacemaker. He had been in hospital for a few days 
with chest pain and SOB which the doctors could not decide on the cause of. 
He came to us on high flow nasal prongs but his O2 sats were still around 
93%. … We placed him on the table and attached his oxygen to our piped O2 
and made him comfortable before we painted his chest and draped him 
ready for his procedure. … As the procedure commenced the gentleman 
became unsettled as he kept having sweat drip into his eyes … but [he] 
needed to keep everything still. … I put a damp towel/cloth over his forehead 
which stopped him from moving and provided enough relief for him to allow 
him some rest and to doze whilst the procedure continued … I was there to 
make him feel more comfortable in what was probably a scary and worrying 
time. (P434) 
6.8 Theme 4: Conflict and the role of nurse 
Conflict came from a need to perform: in different health care roles, on different 
campuses, and work within an hierarchical hospital structure.  
6.8.1 Nurses conflicting roles 
Some nurses complete double degrees and work in two different roles. This is 
not common in Western Australia. This conflict in roles has been included in the 
analysis as it reflects an emerging trend towards increased part-time employment and 
diversification in nursing (AHPRA, 2020a; Jamieson et al., 2008).  Employment in 
different roles from nursing affected caring nursing practice, the profession of nursing 
and nurses themselves: 
When I [nurse participant] arrived at the ICU late afternoon I asked at the 
desk if I could visit my mother and the clerk said she would check. All was 
OK and I walked up the corridor and approached the room. Walking in to the 
room in front of me was a man wearing a scrubs uniform. I assumed he was 
a doctor because I had seen the nurses the day earlier and they were 
wearing something much more formal and ‘uniform like’. In fact it was mum’s 
nurse. We were chatting and he asked me which hospital I worked at. I then 
realised that one of my family, my mum or another staff member must have 
told him that I was a nurse. I was asking how long he had worked at the 
hospital and he answered and also said that he also worked as a Paramedic 
for [ambulance service name withheld]. I asked him how he managed to 
transition from one role to another and he said it was pretty easy but that he 
sometimes had trouble remembering which drug administration policies and 
procedures he was following depending on his workplace. He spoke at length 
about strict protocols related to Schedule 8 drugs and that as a Paramedic 
he had sometimes been in trouble with his Manager because he has had to 
omit some drug escalation protocol stages due to the condition of his patient. 
He gave an example of an accident victim who has a compound fracture of 
his leg and was in severe pain. The protocol required him to use a staged 
approach to drug administration but he felt he had to skip a stage and move 
to a stronger opioid because the patient was in so much pain. We chatted 
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more and he said he had reported this incident to his Manager and ‘got into 
trouble’ for not following protocol. He said that Management don’t understand 
the pressure paramedics are under in the field. The conversation ended and 
we spoke on and off during the couple of hours I was visiting my mother. For 
whatever reason, I felt unsure of his care and I believe I managed to asked 
him lots of questions to get him to describe what care he had given my 
mother so far that shift without him noticing that I was ‘grilling him’. (P637) 
This participant was unsure of which role the nurse would adopt when caring for 
her mother in ICU. The fact that the participants first observation of this nurse was that 
he was wearing scrubs which made him look like a doctor instead of a nurse was of 
note. The nurse with the double degree was reportedly having trouble reconciling 
working protocols – particularly authorisation to prescribe S8 medication [drugs of 
dependence] in different situations and in different work capacities. This participant 
nurse states “I felt unsure of his care - not because of his technical competence but 
because of his difficulty identifying with nurses and following protocols” (P637). 
Conflict also occurs within an organisation, where requirements and expectations 
were different in different units and on different campuses.  This is especially the case 
where there were different nurse-patient time constraints for different types of work on 
different campuses:  
Fortunately, my work in the [name of unit and campus withheld] allows me 
plenty of time for my patients and we never get complaints, only hugs, 
laughs, cards and chocolates and plenty of time to breathe!! We also have a 
fab manager. In ED, well … (P350) 
6.8.2 Conflict between health professionals  
Conflict between health care professionals seemed to result from role 
enculturation in vestiges of an authoritarian hierarchical hospital system: 
I believe the Consultants reaction was hierarchical related to culture, prior 
medical moulding from her seniors and lastly a status of who should make 
decisions. This was not consultative but authoritarian which escalated the 
whole situation and not necessary if colleagues care for one another - but 
primarily for their patients. (P922) 
The complexity and the hospital structures within the health care system produce 
conflict between the nurses’ goal to provide caring nursing practice and their role in 
hospitals. Another participant stated: 
When I trained I 'learned' that nursing was a series of tasks that fell into the 
nurse’s role and that there was a hierarchy, not only between nurses and 
doctors, but also within nursing. I worked clinically until about the past 10+ 
years and even then on reflection now, my nursing practice was about 
following instructions: meds, wounds, IVs, obs., bloods, I didn't often speak 
up with my own thoughts much or question the medical plan. (P971) 
This participant went on to reflect about caring in this environment: 
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Because I never thought I could provide adequate true nursing care I now 
empower others to do that instead! I have a more inquiring mind and I teach 
others how to also be inquiring but also to speak up. I do care! (P971) 
Across journal entries of several participants there was an underlying conflict 
between their desires to care and the hierarchical system in which they operated and 
in which they felt disempowered to care ‘adequately’. 
6.9 Theme 5: Capacity to provide care 
Capacity to provide caring nursing practice is impacted by: aspirations for career 
progression, burnout, isolation and support for sustained provision of care. 
6.9.1 Progression 
Career progression is affected by a nurse’s capacity to meet organisational and 
unit needs. Meeting these needs often comes at a cost to themselves and to the 
nursing profession: 
Finally I have role progressed to Triage after two years working in this 
department, despite my six years previous emergency nursing experience 
working in triage roles and above. It has been challenging, despite knowing 
the data entry system and having experience in triaging there are so many 
site specific nuances and internal politics that make it far from an enjoyable 
experience. Three twelve hour shifts at the Triage desk wears anyone down, 
I feel my voice fading and becoming croaky even before the end of a shift 
that I have to excuse myself despite the line of people in front of me because 
I haven't had a chance to go to the toilet for hours and I'm starting get 
uncomfortable and having trouble concentrating. (P246) 
The repeated inability to meet organisational expectations affects individual 
confidence which is sometimes not evident until career progression enables hindsight: 
Over the past 10 years of teaching I feel my personal confidence in myself … 
has developed and I have more to offer patients, albeit indirectly! Because I 
never thought I could provide adequate true nursing care. (P971) 
As with the reflection above for some participants years in nursing and career 
progression allowed for a reflection of how transition affects patient care and ability to 
understand and support more junior staff: 
I probably was like that at a younger age but as my exposure to many roles 
over the years I have a bigger insight so always happy to share the 
knowledge. (P157) 
And to know which battles will have an impact on patient care and on 
development of staff: 
… . I use the mediating effect and to be honest avoidance of these nurses 
and sometimes I give them tools to process what is going on. (P157) 
Sometimes the personal cost of meeting organisational and unit needs is very 
high. 
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6.9.2 Burn out 
There were personal consequences for persevering with nursing as a career. 
Images of a sometimes violent and challenging work environment emerged: 
It’s also the faces and bodies of the dead people I’ve touched and cleaned or 
crushed their sternums, the gangrenous maggoted wounds on limbs, the 
young traumas burns to the face and bones piercing skin, litres of blood 
drained from chests soaking in my shoes, the stench of sickness and body 
fluids needing to be cleaned up, sagging pasty skin and breathlessness, the 
relentless screams and bells and alarms, the constant adrenaline and the 
exhaustion of processing it all. You are left feeling uncared for yourself and it 
seems the onus is on you to then provide that self-care. (P246) 
The pressure to keep performing is recognised in this statement: 
The system recognises the issues of burnout on staff … I feel pressure is 
placed on nurses by the system. (P350) 
And with it comes hard decisions about quality of care: 
… Not having time to care impacts me personally and professionally it robs 
me of job satisfaction and lends itself to burnout, more sick days and looking 
for opportunities to leave and find a more fulfilling job. Burn out occurs when 
a person feels that they have no control. I have been there. (P350) 
On a busy ward filled with drama one nurse reflected: 
I didn't need all this drama … the ward was very busy. I kept saying to myself 
that no job was worth this, especially as I was feeling sad. (P640) 
6.9.3 Isolation 
As nurses struggle with the impact of lack of time to care, they feel isolated from 
team support and from organisational support. Burnout is often not understood, and 
the sense of isolation is felt deeply: 
I want to share my concerns and have some solid feedback on coping or 
moving forward in this challenging environment but no one has the answer. 
"If you don't like your job just quit" is an over simplification because I don't 
think I actually dislike my job, it's just difficult. (P246) 
Others reflected on isolating themselves from colleagues as a means of coping 
and preserving their mental health: 
I isolated myself from conversation within the office (work related and 
personal). (P769) 
Some isolated themselves from patients as a means of preserving their own 
physical health: 
I feel my voice fading and becoming croaky even before the end of a shift 
that I have to excuse myself. (P246) 
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6.9.4 Sustaining provision of care 
Despite the often difficult task of providing caring nursing practice, participants 
saw benefits in sustaining care. Sustained caring nursing practice is seen to support 
patient outcomes, departmental outcomes and organisational imperatives. 
I was in our recovery area, and had a gentleman waiting for a procedure, 
which is normal practice. Unfortunately, due to circumstance out of our 
control, he had to wait quite a long time. … . He stated he would rather go 
home and re-arrange. … . I explained that we couldn’t put time limits on our 
procedures and that it would be beneficial for him to wait as at least he would 
get a definitive answer as to why he was getting chest pain. The patient 
stated he would rather end up having a heart attack, to which I gently 
explained that if he did that, he would be in a worse predicament than he was 
in now and he may not survive. I told him I would try and find out how much 
longer he would have to wait. Unfortunately, an emergency patient came in 
which pushed his procedure back even more. I explained again that he would 
have to wait and we couldn’t predict how things progress within the cath lab. 
He accepted he would have to wait … after another hour he was still sat 
waiting I offered him sandwiches, which he accepted. I firmly believe that a 
friendly face and a smile can put people at ease. (P434) 
Sustaining caring nursing practice is not always easy. Personal qualities of 
empathy and caring values may be the foundation for practice:  
I managed to provide some sort of relief/empathy to the son that these 
conflicts are normal and that every family goes through this. Invested my 
time into explaining. (P449) 
Reflection was seen as one way of sustaining CNP: 
…I reflected on this episode and I believe it made me stronger and in fact 
gave me more confidence and improved my self-esteem therefore I was able 
to confidently do the same for other patients just knowing that it helps to 
listen, show empathy, and display the caring side of my profession. (P640) 
As outlined above a complex interplay of factors have an impact on the ability 
and desire to sustain CNP. 
6.10 Meta-Theme: The Balancing Act of Patient Care 
The balancing act of patient care found expression in either participant’s 
satisfaction or lack of satisfaction about perceived capacity to carry out what they 
consider to be their core business: caring for patients. Values, time to nurse, role 
conflict, and capacity to provide care were seen to have an impact on participant level 
of satisfaction about their ability to care for patients. Satisfaction was based on shared 
understandings about what constitutes caring nursing practice rather than 
idiosyncratic and individualistic views. So, for nurses in this research, caring for the 
patient required a balancing act (Figure 6.2). 
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Figure 6.2 Balancing act of patient care 
In the figure above the balancing act is seen as dynamic equilibrium linked with 
satisfaction. General systems theory states that balance is seen where opposing 
forces are balanced. Whenever opposing forces are imbalanced the scale tips and 
there is stimulus for change (Figure 6.3). 
 
Figure 6.3 Dynamic equilibrium and stimulus for change   
Dissatisfaction indicates imbalance. Dissatisfaction may prompt thoughts about 
change. These thoughts are often felt personally and responded to personally; 
however, as reflection continues different options may emerge: “How do I generate 
more satisfaction from my current job? Or do I look for it elsewhere? Is there a way to 
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do both?” (P246). Imbalance due to dissatisfaction may therefore be one stimulus for 
change. Not all imbalances are stimulus for system change. 
The capacity and need for change are a recognised component of nursing life. 
One participant stated “I think we have a level of intellectual intelligence to problem 
solve and adapt to change. I also accept some people will fight change all the way.” 
(P157). Three different types of change were mentioned by participants: (1) change in 
the context of procedural change “Finally I asked if there was anything we could 
change with theatre process to prevent this from happening again. … We were able to 
agree on some changes to future practice” (P637); (2) “change in nursing intervention” 
(P640) is seen as a normal component of the cyclical process of evaluating care - 
particularly as a response to “patient condition changes” (P877); and, (3) localised 
organisational change - at least one participant identified that change was possible in 
the organisation “It was important for me to know that with determination and 
persistence a solution could be identified and also supported by the organisation” 
(P922). No participants identified systemic organisational change as a possibility. 
Rather the opposite appeared to be the norm as one participant stated “I feel helpless 
with my hands tied and only so little I can do to turn the large cogs of the hospital 
wheel.” (P246). The absence of this data is of interest in itself. 
6.11 RPJ and Thinking 
Critical thinking in RPJ submissions was assessed and evaluated in this 
research using an assessment and evaluation rubric based on the writings of Sohn et 
al. (2016), Thorpe and Barsky (2001) and Wald, Reis and Borkan (2009). The rubric 
used three levels and five ratings to examine the level of meaning-making of 
participants. In addition, the rubric assessed for presence of reflexivity and evidence of 
praxis (Table 6.4). 
  
181 
Table 6.4 Rubric to assess level of meaning making & presence of reflexivity and 
praxis 
Critical Thinking 
L1 Awareness  
 
1 reflective - report 
L2 Critical Analysis  
 
2 critically reflective - analysis / evaluation of topic 
L3 New Perspective  
 
3 transformative concrete learning - action 
 
4 transformative existential learning  
  
Reflexivity and Praxis 
Y/N Evidence of reflexivity 
Y/N Evidence of praxis 
Findings showed an increase in the number of Critical Thinking Ratings (CTR) 
(Table 6.5). 
Table 6.5 Assessment and evaluation of RPJ entries 
CT Rating Number 
Reflexivity 
achieved 
% of CT 
level 
achieving 
reflexivity 
Praxis 
achieved 
% of CT 
level 
achieving 
praxis 
CTR-1 2 0 0 0  
CTR-2 29 0 0 0  
CTR-3 19 7 36.8% 4 21.0% 
CTR-4 1 1 100% 1 100% 
Totals 51 8  5  
Increases were greater between CTR-1 and CTR-2. There were fewer RPJs that 
reached CTR-3 (N=19) and only one reached CTR-4. At CTR-3 - 36.8% achieved 
reflexivity and 21% achieved praxis. One RPJ was rated at CTR-4. This entry also 
achieved reflexivity and praxis. 
The graph shows most journal entries (N=48) were rated at CTR-2 andCTR-3. 
Reflexivity and praxis appear to commence at CTR-3 (Figure 6.4) 
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Figure 6.4 CTR rating, reflexivity and praxis of RPJ entries 
 
CTR-1 reflections were reports with a small component of reflection:  
She was ventilated and sedated when I took over care but then sedation was 
decreased and she was extubated very quickly due to wanting to pull out the 
tube herself. She was very angry and also a bit confused when she woke up. 
… I tried to reassure myself and the family that she was still confused from 
the medication she had taken but it didn’t really help the inadequate feeling I 
had. (P848) 
These CTR-1 entries were all first RPJ entries. No further reflections were 
submitted. At CTR-2 the number and complexity of reflection increased. At this CTR 
participants began to engage with an analysis and evaluation of the topic of reflection. 
Meaning making began at CTR-2 and found full expression at the CTR-3 entry which 
was demonstrated reflexivity and praxis. 
6.12 RPJ as a Support for CNP 
When being reflexive about reflection, participants demonstrated how reflection 
was used to integrate knowledge about goals, role and about their personal 
epistemological stance: 
Coming to my last journaling after reflecting on caring in nursing for the last 
few months I have been thinking about what I have discovered about caring 
nursing practice and myself. Mostly what I have discovered is what caring is 
and how to care, what it means to me and the current state of caring in the 
industry. Caring is our core business it is supporting people to be able to heal 
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physically, psychologically and emotionally. It is what brings connection with 
our patients and rewards us with job satisfaction. (P246) 
In the same reflection the nurse also acknowledged one the limitations of 
education – the provision of knowledge and skills not supported in practice: 
Education on caring is only part of the picture, you can have all the education 
and understanding but if you are not supported or given opportunities in your 
workplace to put your education into practice and develop skills then it only 
leads to more frustration and more dissatisfaction. Not having time to care 
impacts me personally and professionally it robs me of job satisfaction and 
lends itself to burnout, more sick days and looking for opportunities to leave 
and find a more fulfilling job. (P246) 
RPJ in this instance is a double edged sword, on the one hand it provides 
knowledge and skills, on the other it has the potential to enhance frustration.  
From an educational perspective reflexive reflection showed development over 
the six week reflective practice period. The general findings of RPJ can be 
summarised by the following quotation:  
I have found this reflection activity very useful although its time consuming to 
have to write them down. I am trying to do my reflecting in a deeper, less 
superficial way to get the best out of them. Thank you. (P637) 
6.13 RPJ and Meaning-making 
The way in which participants made sense of knowledge, experience, 
organisational context, and themselves in relation to PD emerged in RPJ submissions.  
6.13.1 Understanding takes time 
RPJs participants wrote about how coming to an understanding of what patients 
are going through takes time and how these understandings and shared meanings are 
necessary to maintain the social cohesion and working order of a hospital:  
Caring takes time, time to listen, time to understand and time to execute what 
patient's prioritise as their needs. (P246) 
At this time he was obviously feeling frustrated and probably bored of 
waiting, which I can understand. (P434) 
Also to try and understand their concerns, with limited health literacy and 
being sent to the ED by their doctor they fear that something must be terribly 
wrong with them. (P246) 
6.13.2 Shared understanding about caring nursing practice 
Nurses acknowledge their upbringing, other staff and organisational imperatives 
as factors impacting the values they bring to their role. The goal of nursing – caring 
nursing practice – has been shown to conflict with demands placed on nurses by the 
health care system, the organisation, their colleagues, and themselves. Nurse-patient 
time was the most often cited need in the provision of caring nursing practice. Time 
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was needed to provide holistic care which combined technically competent care with a 
sense of humanity. Without time, nurses reported poor nursing care, poor patient 
outcomes, job dissatisfaction and burn out: 
I am beginning to recognise that most of my work frustrations come from 
being unable to care for my patients as best as I can. … lack of job 
satisfaction feeling unable to do my core business – caring. (P246) 
Caring is our core business it is supporting people to be able to heal 
physically, psychologically and emotionally. It is what brings connection with 
our patient’s and rewards us with job satisfaction. Caring for me is simple 
things, good basic nursing care, taking the time to listen and ensuring the 
patient receives comfort. Comfort comes in many forms from a warm blanket, 
a cup of tea, providing pain relief, letting them know what is happening or 
calling their friends or family. Caring takes time, time to listen, time to 
understand and time to execute what patient's prioritise as their needs. 
Caring can be difficult when you are fatigued from night shifts, long shifts, 
double shifts and short turnarounds. Caring can be tough when there is 
nothing more you can do and the patient continues to suffer or feel uncared 
for. Caring is hard when you have a heavy workload, critically unwell patients 
and competing priorities. Caring is hard when you haven't had enough time 
to care for yourself or your loved ones, when you haven't had time to balance 
work and personal life pressures with rest and things you enjoy in life that 
replenish your "well" of caring. What adds to this difficulty is system 
pressures and values, I often feel the system does not acknowledge or 
reward caring practice. (P246) 
Nurses want to engage in caring nursing practice. Doing so provides them with a 
sense of satisfaction in their work. They share an understanding that caring nursing 
practice positively affects patient care. 
6.13.3 Place within nursing 
RPJ entries show how individual participants make meaning and to come to an 
understanding of their place within nursing by:  
(1) Reflecting on understandings and emotions  
but I just don’t understand it. But I do have to learn to not get so upset about 
it all. I have to tell myself it’s not you or personal it’s them protecting their 
area of control’ (P157); I had prior understanding of the individuals involved 
the CN [nurse 2 name withheld] practical and professional and the RGN 
[nurse 1 name withheld] calm, hardworking and also professional. (P922) 
(2) Reflecting on recognition and its role in identity and satisfaction within nursing  
I strongly believe that if someone has done a good job, they deserve some 
recognition for it. I have consistently written anecdotal notes for staff when I 
get positive feedback. I have been more proactive about this since I myself 
was nominated for Leadership awards in Nursing in WA. (P157) 
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(3) Reflecting on early childhood and adolescent origins of identification with 
‘service’  
One of my favourite badges was SERVICE FLASH which was for volunteer 
service in a nursing home for 25 hours when I was 15 years old. I guess that 
wanting to help and caring ways were instilled in me from a young age by my 
mother. (P157) 
6.13.4 Place in relation to the inter-disciplinary team 
RPJ in relation to what caring means in an inter-disciplinary team were 
considered in relation to shared understandings, social cohesion and the dynamic of 
change. One participant reflected on how improved shared understandings in an inter-
disciplinary team can improve work flow and patient outcomes and maintain cohesion: 
I received a phone call from a Consultant in clinic who was unhappy that the 
clinic numbers had not been reduced when she had asked for them to be. … 
The Consultant and her fellow colleague both stated they would leave by 12 
MD … The consultant did not have a clear understanding of the number of 
attendances. She also did not want to know as she was more concerned that 
she was not instantly obeyed … The consultant appeared to be upset that 
medical staff were being over worked … My intention was to logically review 
numbers with the Consultant gain her support and understanding to complete 
the clinic … I believe the Consultants reaction was hierarchical related to 
culture, prior medical moulding from her seniors and lastly status of who 
should make decisions. (P229) 
In finding meaning in this situation the participant categorised two groups: nurses 
(the group with which the participant identified) and doctors (the group to which the 
participant ascribed) the term ‘Consultant’. The reflection demonstrates the 
participants attempt to reach a shared understanding between the two groups. The 
participant reflects on the social culture which moulded the consultants beliefs and 
behaviours: “… I believe the Consultants reaction was hierarchical related to culture, 
prior medical moulding from her seniors and lastly ... status of who should make 
decisions” (P229). At the same time the participant recognises that change is 
occurring within the medical profession: 
Registrars were being very caring wanting to ensure patients were seen even 
if it delayed them. They demonstrated their care by being supportive of the 
patient’s nurses, me and the hospital. (P229) 
This participants’ reflection concludes with an observation about how social 
cohesion affects CNP and patient care: 
This was not consultative but authoritarian … escalate the whole situation 
and not necessary if colleagues care for one another but primarily for their 
patients. (P222) 
Another participant reflected on CNP in relation to team leadership and the role 
within nursing and the inter-disciplinary team: 
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Reflecting on caring nursing practice - how does this translate to team 
leading? My conversations with patients are brief; my work is mostly in the 
background around managing patient flow, chasing patient’s plans and 
organising discharge or transfer. More of my communication is between staff 
– doctors and medical teams, floor nurses, allied health, porters, bed 
management, patient flow co-ordinators. (P246) 
6.13.5 Place in relation to sense of agency  
Reflections provide an opportunity for some participants to reflect on their CNP 
and by doing so come to conclusions about empowerment and a sense of agency 
within the organisation: 
When I look at my day in terms of time and reflect on how I can give better 
care, if I don't compromise my care because of time pressure (e.g. 4 hour 
rule in ED), a default is to always ask for more time or HELP to achieve the 
necessary care for the patient within the time. It seems simple enough, but 
the "system" discounts "care" to achieve WEAT and KPIs. As a result of my 
refusal to compromise my care, I have more control over the care of my 
patients.  Burn out occurs when a person feels that they have no control. I 
have been there. Now, for whatever reason I am allowing myself to "care" for 
the pt, which has in all aspects enabled me to view my work more holistically. 
I do feel empowered, even after many years of doing nursing. (P350) 
Another journaled about how something small is often integral to major nursing 
practices, but did not elaborate on how that sense of self, self-efficacy and 
empowerment translated to influence as an aspect of a sense of agency:  
Sometimes when you reflect on something fairly minor it starts a series of 
reflections which eventually will help influence major practices in nursing. 
(P640) 
Some journaled how empowerment and a sense of agency are supported by a 
variety of factors - especially seniority within an organisation: 
I have been nursing many years and have worked in senior position which 
has enabled me to be empowered to take the next step and not to just go for 
the easy option. It was important for me to know that with determination and 
persistence a solution could be identified and also supported by the 
organisation. … I believe that in this situation prior nursing skills, life 
experiences and personality place a part on how people manage situations 
and ultimately the outcome of future interpersonal contact. (P922) 
Others journaled how their professional journey has led them to a place in which 
they have the desire to empower others: 
I have been a nurse for over 30 years, since I was 17yrs I have worked (as I 
started nursing in the apprenticeship model of training). When I trained I 
'learned' that nursing was a series of tasks that fell into the nurses role and 
that there was a hierarchy, not only between nurses and doctors, but also 
within nursing. I worked clinically until about the past 10+yrs and even then 
on reflection now, my nursing practice was about following instructions: 
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meds, wounds, IVs, obs., bloods, I didn't often speak up with my own 
thoughts much or question the medical plan. …. I recall towards the end of 
my clinical role feeling powerless, annoyed, judged, rejected...and suspect 
those feelings were fed by my own lack of confidence in my own knowledge, 
maturity and voice as a nurse. … Over the past 10years of teaching I feel my 
personal confidence in myself and in my understanding of the nurse’s role in 
healthcare, in the bigger picture … Because I never thought I could provide 
adequate true nursing care I now empower others to do that instead! I have a 
more inquiring mind and i teach others how to also be inquiring but also to 
speak up. I do care! (P971) 
The meaning of nursing and CNP to the individual nurse and what it nursing and 
CNP mean in relation to self-efficacy, empowerment and a sense of agency in the 
organisation is displayed in participant reflections. For some it was reflecting on 
empowerment in terms of not compromising care. For others it was an awareness that 
through reflecting on small things major change is possible. For others reflection on 
their position within nursing led to insights about how this affects CNP and 
empowerment of others. 
6.14 Chapter Summary 
This chapter outlined participation, coding and theming practices. The themes 
and a meta-theme which emerged from the data were described and analysed. RPJ 
as an educational tool supporting identification of thinking in learners (critical thinking, 
reflexivity and praxis) is presented prior to discussion of how RPJ may be used to 
support CNP while taking into consideration its limitations. The final section of this 
chapter examines the relationship between RPJ and meaning making in participants. 
Meaning making was discussed in terms of: time, shared understandings, place within 
nursing and the interdisciplinary team in relation to the place within the organisation, 
and the place of self in relation to empowerment and a sense of agency. 
The key findings were that nurses share an understanding that caring nursing 
practice positively affects patient care; however, their capacity to provide that care 
may be limited. RPJ was seen as an educational tool capable of support of caring 
nursing practice through learning gains in critical reflection, reflexivity and praxis and 
the way in which those learning gains may be applied to meaning-making about CNP. 
The next chapter will compare findings and analysis of survey with findings and 
analysis of reflective practice.   
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Chapter 7: COMPARISON OF MIXED METHODS FINDINGS 
7.1 Introduction 
This chapter presents a comparison of mixed methods findings. Results from 
survey and reflective practice journaling (RPJ) findings and analysis are compared. 
Similarities and differences are noted. This chapter summarises findings of survey and 
RPJ data for comparison rather than duplicating data analysis and findings presented 
in the previous two chapters.  
7.2 Emotions 
Survey data showed that although most participants found nursing emotionally 
uplifting, they found their motivations to come to work, to continue in nursing and to 
care were affected by a number of interconnected, intrinsic and extrinsic factors. 
Intrinsic factors such as the desire to provide care to patients and families – including 
their own families were moderated by work environment, employment role diversity 
opportunities, and qualities of patients (particularly violence from patients towards 
nurses). RPJ data showed similar results. Journal entries showed that the satisfaction 
of nursing came from the ability to nurse in a way which was congruent with intrinsic 
motivation to care. Problems arose when participants were unable to care in a way 
consistent with their values. The main concern of participants was that ‘caring takes 
time’ and that this was in short supply and devalued within the hospital system. Survey 
and RPJ data were congruent. 
7.3 Motivations 
Survey and RPJ data showed caring was seen as motivated intrinsically and 
extrinsically. Problems arose when trying to find the balance between intrinsic and 
extrinsic motivations particularly when extrinsic motivations were lacking or actively 
discouraged by others in the work environment, or by the organisation for which they 
worked. When considering the balancing act between values and organisational 
driven care, survey and RPJ data demonstrated, many participants were unwilling to 
compromise on care. Participants either internalised the problem as their own failing 
or attempted organisational pathways to resolve situations. Survey and RPJ data were 
congruent.  
7.4 Organisational Factors Affecting Caring Nursing Practice  
Organisational factors which affected caring nursing practice (CNP) reported in 
the survey data could be grouped as: collegial caring, organisational support, CNP in 
job criteria, CNP at hospital induction, and CNP for evaluation / appraisal.  The same 
groupings could be seen in RPJ data. Survey and RPJ data were congruent. 
7.4.1 Collegial caring & organisational culture 
Despite discussions about a culture of blame during the Master Class (MC) the 
survey data indicated nurses perceived a high level of collegial caring. Initially these 
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findings were hard to reconcile with a purported workplace culture of blame as they 
appeared in direct opposition to one other. After interrogating the RPJ entries a 
possible explanation emerged. Although participants reflected on hardships within 
nursing brought about by their own colleagues they also acknowledge that from this 
emerged a desire to do better, to improve the lot of others by balancing the negatives 
with positives and making a difference to the effect of the negative aspects of the work 
culture. RPJ entries noted that a ‘blame culture’ was more reflective of a lack of 
organisational commitment to a positive culture than because colleagues lacked 
genuine caring for one another. Survey and RPJ data appear to be congruent. 
7.4.2 Organisational support 
Survey data indicated participants felt the most important form of organisational 
support needed was time to care. RPJ data was congruent with data from the surveys 
on this point. Both survey and RPJ data indicated that the amount of time to care had 
in some instances fallen below requirements to provide the most basic of nursing care. 
Journal entries indicated nurses required time for basic nursing care which included 
adequate time to care for the body and the mind, and time to care for complex, mixed 
and variable patient loads. Survey and RPJ participants recognised that insufficient 
time affected both quality of patient care and their level of satisfaction with their 
individual work and with nursing. Both survey and RPJ data were congruent. 
Survey data showed a low level of understanding or concern about the role of 
the organisation had to play in the difficulties they were facing or their motivation to 
care. However, on the issue of time there were many suggestions as to how this could 
be resolved. Some RPJ participants moved from a sense of powerlessness at the 
beginning of their reflective practice to a more critical understanding of the role 
organisational support can play in CNP in hospitals. Survey data and RPJ data 
showed differences in the level of understanding about the role organisations played 
in the difficulties they were facing. RPJ data showed more understanding and an 
increase in understanding over time. 
Survey data showed participants recognised formal hospital-based methods of 
organisational support for CNP: inclusion of caring at induction, and direct and 
indirectly addressing CNP at appointment or in evaluations. Comments; however, 
indicated their awareness of the failure of these hospital based methods to translate 
into practical support for nurses and CNP. Survey and RPJ data demonstrated 
participants tended to feel in particular that official documents such as policies and 
description of aims and values found on hospital and health department web-sites did 
not translate into practical support especially with regard to the factor they felt most 
impacted caring - time.  
Survey and RPJ data demonstrated the impact organisational arrangements on 
caring nursing practice and how official documents do not appear to then to be 
translated into practical support for caring nursing practice. Survey and RPJ data were 
congruent although the depth of understanding was greater among RPJ participants 
and for some RPJ participants this understanding increased over time. Survey and 
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RPJ data were congruent in their response for calls for organisations to increase time 
to care. 
7.5 The Balancing Act of Patient Care 
The balancing act of patient care emerged as a meta-theme in RPJ. When 
surveys were compared with RPJ data the same meta-theme and themes could be 
seen in both.  
Both survey and RPJ data indicated satisfaction was linked with intrinsic and 
extrinsic motivations to care according to their values. Survey comments and RPJ 
reflections were congruent in the way in which nurse’s balanced motivations to care 
with emotions resulting from either (1) their ability or (2) frustrated intent, to implement 
patient care. Implementation of patient care was seen to occur at the bedside and in 
management roles. When commenting and reflecting on their role - time to nurse with 
technical competence and a sense of humanity emerged as the key factor in caring 
nursing practice. Frustrated intent to implement care was seen to result from conflict in 
their roles and their capacity to provide the nursing care they valued. Both the survey 
comments and the RPJ reflections pointed to conflicts in roles which were seen as 
contributors to lack of satisfaction. These conflicts occurred within nursing and 
between different health professionals – in particular doctors. Participant capacity to 
provide care was also seen to be linked to lack of progression in their roles. In both 
survey comments and RPJ reflections participants linked lack of satisfaction with 
feelings of ‘burn out’ and isolation. They recognised that sustaining provision of care 
entailed a balancing act which required consideration of personal values and how 
change emerges as a possible outcome from the imbalance of satisfaction and 
dissatisfaction in the provision of caring nursing practice.  
7.6 Learning Gains 
Survey and RPJ data were compared. Comparisons are reported using three 
headings: understanding of CNP; meaning making about CNP; and, understanding 
about sense of agency in CNP. Each is discussed below. 
7.6.1 Understanding of caring nursing practice  
Participants were surveyed about their knowledge related to nursing, caring, 
healing and curing, within the context of CNP - hospital organisation and knowledge 
about thinking. Survey data showed an improvement in the depth of understanding 
across each area. RPJ reflections also indicated an understanding across each area. 
7.6.2 Defining caring nursing practice 
Survey data demonstrates that at the outset nurses had a sound understanding 
about what constituted caring and what constituted nursing. They understood what the 
concept and application of the concept of caring nursing practice. Their definitions 
incorporated an understanding of the complex interplay between technical 
competence and humanistic caring. Their definitions of caring incorporated both 
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technical competence and caring behaviours which were directed towards achieving 
positive patient outcomes. CNP was therefore defined by most participants as nursing 
which went beyond technical expertise. Some participants were familiar with the term 
‘caring moment’ others incorporated some or all aspects of the Watson definition when 
describing what constitutes caring nursing practice. Participants recognised holism as 
an integration of skills and knowledge. Survey data also demonstrated participants 
understood the interplay of personal behaviours which support CNP and the link of 
these behaviours with patient outcomes through a mind-body connection.  
There were quantifiable learning gains in knowledge about the link between mind 
and body and how the link can be conducive or disruptive to health and healing. 
Survey data showed participants understood the difference between cure and heal 
and there were learning gains post MC in this area with heal being more often linked 
to a combination of physical and emotional health. Data showed a corresponding 
decrease in participants stating that cure and heal were the same (T1- 8.3%, T2-1.2%, 
T3-5.3%). This was supported by survey data about the importance of behaviours 
which demonstrated caring. 
RPJ provided concrete examples of participants understanding of what 
constitutes caring nursing practice. They reflected on the balance between technical 
competence and humanistic ‘caring’ showing an understanding of holistic approach to 
caring. Their reflections were at times poignant as they contemplated the critical link 
between caring actions or lack of caring actions on health and healing in their patients 
and on patient outcomes and the distinction between cure and heal.  
Survey data and RPJ data were congruent. Participants entered with sound 
knowledge of what constitutes caring nursing practice including the distinction 
between technical and humanistic components (even though some were unable to 
articulate this in terms used in a specific nursing theory). Survey and RPJ data 
demonstrated learning gains in particularly in the distinction between cure and heal 
and the integration of mind and body in providing caring nursing practice. 
7.6.3 Understanding the organisational context of CNP 
During the MC participants engaged with a range of contextual issues and the 
relationship of context to CNP and what might be needed for change to occur. These 
issues included discussions about hospital support for caring nursing practice in eight 
groups: leading by example, leading by commitment, support for nurses and 
supporting CNP, physical environment, workplace culture, human resource 
management, modification of practice, and provision of education. The survey 
demonstrated emotional attachment was not the same for each group. Of the eight 
groups, three were seen as most important in terms of percentage of responses and 
emotional attachment. They were leading by example, physical environment and 
provision of education. The first two are dealt with in this section and the third is dealt 
with in the next section.  
192 
Surveys demonstrated how participant understanding changed over the three 
time intervals (Table 7.1).  
Table 7.1 Key organisational factors affecting CNP 
 T1 % 
N=220 
T2 % 
N=214 
T3 % 
N=52 
Leading by example  17.0 15.0 30.8 
Physical environment  1.0 1.9 7.7 
Provision of education  24.1 18.7 5.8 
The importance of leadership was seen as an organisational factor supporting 
caring nursing practice. Figures on the importance of leading by example nearly 
doubled between T1-17% and T3-30.8%. In particular the survey demonstrated 
participants felt there needed to be congruence between what leadership expected 
and time required meeting those expectations. In RPJs, when participants reflected on 
the organisational impact on caring, most participants were vehement about the lack 
of time and pressures placed on nurses to be ‘more efficient’ and ‘move patients 
through’ more quickly. They reflected on lack of time and the detrimental effect of this 
lack on basic patient care and often on the personal cost incurred by nurses working 
in an organisation with which they appeared to have incompatible values. Lack of time 
was attributed to the organisational context and in particular to leadership within the 
organisation. Survey and RPJ data were congruent on this point.  
Participants discussed the physical environment at some length in the MCs. 
They explored the connections between the hospitals physical environment (excessive 
noise, artificial lighting, lack of fresh air, lack of opportunity to sleep and rest) and 
health and healing. Survey data showed a 6.7% increase in awareness of the role of 
the physical environment to caring nursing practice. The environment was mentioned 
incidentally in RPJ reflections in relation to the work of nursing. The environment was 
linked to an atmosphere created by tensions between staff, the safety of the physical 
environment and its impact on the safety of staff; noise was mentioned as a disrupter 
of patient sleep; temperature was reflected on in relation: to warm drinks, warm 
blankets, overheating under plastic drapes; blood was mentioned in relation to 
draining chest wounds soaking nurse’s feet; smells were mentioned in relation to 
‘stench of sickness and body fluids needing to be cleaned up’. Although reflections 
were at times more descriptive than survey comments, survey and RPJ data were 
congruent on this point. 
Survey and RPJ data are congruent in their recognition of the importance of both 
leadership and the environment to CNP. Learning gains could be demonstrated in 
both survey and RPJ.  
7.6.4 Understanding the organisational context of education 
The organisational context of education is the third of the key groupings which 
showed a shift in importance as rated by participants. The survey showed that at T1 
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participants preferred organisational support was education (N=24%). There was a 
shift away from education to 5.8% at T3. Survey data showed education went from 
being considered the major organisational support for CNP to the lowest (see Table 
7.1 above). The drop of 18.2% in educational importance as a support for CNP was 
matched by a corresponding increase of 13.8% in the importance of leading by 
example. Leading by example is discussed above. The MC impacted participant 
perception in this area. 
RPJ reflections indicated participants felt education was seen in the 
organisational context in four ways. First, education was a preparation of 
undergraduates for their nursing role. Second, as a support for organisational policy. 
(One RPJ participant had used the education centre to provide education support for 
the implementation of a key policy.) Third, education as a component of a whole of 
organisation approach to caring for patients. Participants commented for example on 
the learning gains from the MC as supporting understanding of how to juggle personal 
and organisational values. Participants reflected that there needs to be congruence 
between education and organisational approaches to enable nurses to implement 
what is learnt. Fourth, RPJ reflections indicated the need for more education on caring 
to support: knowledge, boost sense of unity in purpose, and support participant 
understanding that nurses are not alone in their struggle to balance their values or 
caring with organisational priorities.  
Survey and RPJ data are congruent in their recognition of the position of 
education as an organisational support to CNP. Learning gains were demonstrated in 
both survey and RPJ.  
In summary understanding caring nursing practice was seen as a composite of 
understanding the components of the whole and then understanding CNP in its 
organisational context. Both survey and RPJ data are congruent and both 
demonstrated learning gains. The MC and RPJ showed that deepening of the 
understanding of the organisational context results in the ability to rearrange what is 
considered important based on its perceived potential to impact direct patient care and 
CNP. 
7.6.5 Thinking 
The PD program aimed at providing participants with knowledge of and 
experience with different ways of interrogating objective, subjective and shared 
understanding about CNP (Appendix 6: Workbook). Different aspects of ordering 
knowledge were considered: critical thinking, scientific thinking, and nursing models. 
Different aspects of integrating knowledge - ‘meaning-making’ were also considered. 
They included: praxis and reflective practice. An overarching concept of time is 
considered in relation to time: to learn; to experience; and to make meaning. 
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7.6.5.1 Ordering thinking 
The distinctions between critical thinking and scientific thinking were explored in 
the MC in various ways: thinking through mini-presentations / lectures; participants 
used story to engage with why they went into nursing; group discussion to explore 
similarities and differences in story; reflective practice to review emotions and feelings 
and reflect on personal and epistemological stance (exploring frames of reference and 
meta-messages within the reflections about nursing); participants also engaged with 
reflexive reflections - reflecting on reflection. Participants developed: personal 
definitions of caring, nursing and CNP; caring behaviour inventories, and; lists of 
benefits of caring. As a class participants explored the concept of mind-body 
connection and the state of the research into CNP including the effects of the physical 
environment and organisational context of CNP.  
Researcher observations showed participants entering the MC were comfortable 
discussing ‘evidence-based practice’ but not as comfortable with critical thinking in the 
form of evaluation of the quality of research evidence or reflective practice.  
Survey data demonstrated learning gains in knowledge about ways of ordering 
thinking - including structured critical thinking as distinct from scientific thinking. 
Survey data also showed an increase in participants’ ability to name a nursing model 
which used critical and scientific thinking after the MC (T1-18%, T2-67%). Survey data 
demonstrated most participants strongly agreed that learning takes time. Learning 
gains in participants’ understanding of ways of ordering thinking were demonstrated in 
the survey data.  
No RPJ submissions mentioned a specific nursing model and no evidence could 
be found to indicate that nurses used specific models to guide CNP; however, there 
was indication of the use of concepts from models including: role modelling caring; 
caring behaviours; replenishing the ‘well of caring’; caring moment; reciprocity, self-
caring; need for discretionary decision making, professional caring, caring for the 
physical; holistic; and, caring requiring engagement. Survey and RPJ were congruent 
and both showed learning gains.  
7.6.5.2 Integrating thinking 
The second aspect of thinking involved the integration of thinking as ‘meaning-
making’. Two aspects are considered: praxis and reflective practice.  
Survey data show participants entered the MC with an understanding of the term 
praxis (T1-6%) and learning gains could be demonstrated in participants after the MC 
(T2-72.6%). The survey demonstrated there was an understanding of what constituted 
reflective practice. Formal knowledge about steps which might be used in reflective 
practice increased demonstrating learning gains resulting from the MC. Benefits of 
reflective practice were understood and there were learning gains resulting from the 
MC. Survey data showed participants were not familiar with concepts of reflexive 
reflection.  
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RPJs were assessed for critical thinking, reflexive thinking and praxis. There 
were demonstrable increased levels of reflective practice used ranging from 
awareness, through to critical analysis and development or new practice. Similarly 
there were learning gains in the number of participants who demonstrated reflexivity 
and praxis although each of these gains was smaller than gains in critical thinking 
alone. 
7.6.6 Self-efficacy 
Survey results for self-efficacy as measured on the CES were similar to those 
achieved by Reid et al. (2015). Ratings were consistently high over the three time 
frames. The MC did not make a quantitative difference on CES scores. 
RPJ data demonstrated differences between participants understanding of the 
meaning of nursing and CNP and what it means in relation to self-efficacy in terms of 
empowerment and a sense of agency within the organisation. For some participants a 
sense of self-efficacy and empowerment came through not compromising care. For 
others it was an awareness that through reflecting on small things major change is 
possible. For others reflection on their position within nursing led to insights about how 
this had an impact on CNP and empowerment of others. As with CNP, there seemed 
to require a balancing act between individual and organisational imperatives in order 
to maintain a sense of self-efficacy. 
7.7 Summary of Comparison of Survey and RPJ Findings 
Areas of congruence between survey and RPJ findings included: nursing is seen 
as emotionally uplifting; desire for balance between intrinsic and extrinsic motivations 
to nurse and care; the desire for greater organisational support for CNP in the form of 
collegial caring and organisational culture; and, an increased desire for organisational 
support. At each of these points survey and RPJ data were also congruent on the 
opinion of participants that there were many constraints on CNP. These included 
participant perceptions that: individual values and the values of the hospital were 
different; time to care was devalued within the hospital system; there was a lack of 
organisational support and commitment to providing sufficient time to care; and, 
insufficient time affected both quality of patient care and their level of satisfaction with 
their individual work and with nursing. These differences resulted in participants either 
internalising the problem as their own failing or attempting organisational pathways to 
resolve situations as they tried to balance their own values with those of organisational 
driven care. Survey and RPJ data showed a low level of understanding of their 
capacity for organisational change.  
In the area of learning gains, survey and RPJ data demonstrated improvement in 
(1) the depth of understanding of definitions of CNP and understand the organisational 
context of CNP and education, (2) thinking, and (3) self-efficacy.  
Both survey and RPJ data showed CNP was well conceptualised. CNP in the 
organisational context was understood primarily in terms of leading by example; 
physical environment; and, provision of education. In these areas as in data related to 
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emotions, motivations, collegial caring and organisational culture there was a low level 
of understanding of their capacity for engagement in organisational change. 
In the area of learning gains related to thinking - both survey and RPJ data 
showed learning gains. There was congruence in survey and RPJ data on aspects of 
ordering thinking: critical thinking, scientific thinking and nursing models. Formal use 
of nursing models was not found in RPJ submissions.  
Self-efficacy in both survey data and RPJ was high. As with CNP, there was 
evidence of a balancing act between individual and organisational imperatives in order 
for individuals to maintain a sense of self-efficacy and remain in the profession. 
7.8 Chapter Summary 
The chapter compared research findings showing congruence between survey 
and RPJ data, with additional insights into depth of understanding and focus of 
reflections provided by RPJ submissions. 
The next chapter, Chapter 8, will compare the findings with the literature.  The 
final chapter outlines the implications and recommendations emerging from the new 
knowledge. 
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Chapter 8: DISCUSSION 
8.1 Introduction 
In the previous chapter mixed method findings were compared. This chapter 
presents discussion in relation to the findings of this research and their relationship to 
theory and the research of others. The chapter will conclude with the study limitations 
and chapter summary.  
The purpose of this research was to address the research question ‘To what 
extent can a professional development program support caring nursing practice in WA 
hospitals?’ Discussion is framed by the three sub-questions: 
1. What are the shared meanings of nurses about caring and nursing: 
personal, professional, organisational and societal? 
2. What is the role of PD in supporting caring nursing practice? 
3. What educational content and methods should be used in PD on caring for 
nurses? 
Prior to discussing the findings of this research with the literature, a review of 
nursing in WA and Australia was undertaken to compare what is known with the 
research participants. This was undertaken to support transferability of the research 
findings to outside of the study population.  
8.2 Nursing in Western Australia 
The PD program consisted of a Master Class (MC) and optional on-line reflective 
practice journaling (RPJ). The MC was presented at five hospitals on eight separate 
occasions. Participant demographics were compared with the Western Australian and 
Australian population of registered nurses to determine transferability of research 
findings. Demographic data in this chapter are considered in two ways. The first are 
those demographics which are used to determine the transferability of the findings to 
the broader nursing population. The second are those demographics which have an 
impact on education. 
Transferability of the research findings was determined by comparing 
demographics of the research population with the nursing population of Western 
Australia. Statistics for the nursing population were drawn from statistics held with 
Australian Bureau of Statistics (ABS), Australian Institute of Health and Welfare 
(AIHW), Australian Nursing and Midwifery Accreditation Council (ANMAC), West 
Australian Industrial Relations Commission (WAIRC), Australian Health Practitioner 
Registration Authority (AHPRA) and WA hospital public accreditation documents (Sir 
Charles Gairdner Hospital, 2012). Each reporting agency categorised and reported 
statistics differently so a combination of sources was necessary.  
8.2.1 Age 
The age of participants as categorised by the ABS and AHPR are compared with 
the study population at Table 8.1 below. 
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Table 8.1 Age of registered nurses in Australia according to the ABS, the AHPRA 
and the study population 
 ABS 
2001 
AHPRA 
2013 
Study 
population 
Age % % % 
15-24 7.9 
27.8 
2 
25-34 26.5 20 
35-44 35.8 25.8 19 
45-54 
29.8 
43.1 
31 
55-64 24 
65-74 Not included Blank 
No response   4 
 
There were four missing responses to the question about the age of the 
participants. Anecdotal discussion at the MC indicated that at least one participant 
was over 65 years of age; however, all participants were over 18 years of age. There 
were 5.9% less participants in the 18 – 24 year age group compared with ABS figures. 
This trend continued in the 35 - 44 year age group, however in the 45-64 age-bracket 
participant numbers were 11.9% higher than the Australian nursing population. When 
compared with the Australian workforce (ABS) it can be seen that the changing age 
structure of the workforce for women in nursing is not lower in the 45-65 age bracket – 
it increases in this age bracket. Women’s participation in the nursing workforce and 
this MC is much greater than men’s participation at all age groups.  This is directly 
opposite the general Australian population as can be seen in Table 8.2 (Parliament of 
Australia, 2018).  
Table 8.2 Annual average of participation in the Australian workforce by age and 
gender 
 
Source (Parliament of Australia, 2018) 
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Comparison on of male to female ratios for nursing in WA or in Australia could 
not be made as figures are not available. 
8.2.2 Work arrangements 
The work arrangement for nurses in WA is placed within the Australian context 
(Table 8.3).   
Table 8.3 Work arrangements of the study population compared to the ABS, the 
AHPRA and the AIHW 
 
Australia 
Data 
source 
WA 
Data 
source 
Survey 
population 
RPJ 
population 
Nurses 360,000 
AIHW 
2019 
 
Female 28,036 
Male       3,088 
TOTAL 31,124 
 
NMBA 
2020 
 
Female    82 
 
13 
Male          2 0 
TOTAL    84 13 
 
Nurses  
Female : Male 
 
 
90 % :10% 
 
ANMB 
2014 
 
90%  :10% 
  
98% : 2% 
 
100% : 0% 
 
Nurses  
Part-time 
 
 
50% 
 
 
AIHW 
2003 
 
Not available 
  
Not asked 
 
Not asked 
 
Nurses  
Part-time  
Female : Male 
 
 
47% : 3% 
 
 
ABS 
2005 
 
Not available. 
 
 
 
 
Not asked 
 
Not asked 
 
Australian 
workforce: 
Part-time  
 
33.7% of 
employed 
workforce 
 
ABS 
2016 
Not available  Not asked Not asked 
 
Nurses average 
work week 
33.5 
AIHW 
2003 
Not available  Undetermined Undetermined 
 
Of the 360,000 nurses in Australia there are 31,124 nurses employed in Western 
Australia (NMBA, 2020). When the figures are compared it is clear that they indicate 
the high percentage of nursing staff in WA is employed in capacities other than full 
time. These other capacities are generally divided into part-time or casual. Exact 
figures of the part-time – full-time divide in the nursing population were not available 
for Western Australia. Similarly, no figures could be found for how many nurses are 
employed on a casual basis. Australian figures for 2003 indicated 50% of nurses 
worked part-time. The number of part-time staff in nursing is 16.3% higher than the 
Australian average. Of the 50% of part-time nurses 47% were women and 3% were 
men. Attendance at the MC showed female attendance was 8% higher than in the 
percentage of females in the WA nursing population. Participation in RPJ was 100% 
female. However this is reflective of the nursing workforce being majority female. 
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8.2.3 Educational attainment 
Minimum educational qualifications of WA nurses are comparable with Australian 
nurses. Nursing has a much higher than average educational attainment than the 
Australian population. In Australia in May 2019, 33 per cent of women and 27 per cent 
of men aged 15-64 had a Bachelor’s degree or higher. Nurses have been awarded 
Bachelor’s degree since 1979. Over 95% of Australian nurses hold a Bachelor’s 
degree or higher. 
8.2.4 Years in nursing 
Eighty-five percent (85%) of PD participants had been in nursing six years or 
longer.  This is an expected result given that seventy-four percent (74%) of 
participants were aged 35-64. 
8.2.5 Specialisation and seniority 
Participants at the MC and RPJ components of the PD program had a broad 
cross section of practice areas ranging from mental health to intensive care, 
demonstrating that nurses across the breadth of nursing find caring to be a component 
of their care and showed nurses from all fields were interested in the topic of caring 
nursing practice.  
There was a difference between senior registered nurses (SRNs) in the WA 
nursing population and attendance at each of the components of the PD (Table 8.4). 
Table 8.4 SRN and RN numbers in WA compared with PD participation 
 SRNs 
WA 
SRNs 
MC 
SRNs 
RPJ 
SRN 9.5% 18% 54% 
RN 90.5% 82% 46% 
SRN numbers attending the MC (N=18%) were almost double those within the 
Western Australian nursing population for a typical government tertiary hospitals 
(N=9.5%) (Sir Charles Gairdner Hospital, 2012). Of the 13 participants in RPJ seven 
were senior nurses (CNS:N=2, NEd:N=1; NM:N=2; NExec:N=2) the remaining 
participants were either Clinical Nurses (N=3) or Registered Nurses (N=3). The 
percentage of SRNs attending the MC 18% is disproportionately higher than SRNs in 
the WA nursing population. Australian figures for the distribution of RNs by field and 
seniority are not available. There is some evidence to suggest that this heightened 
interest in the area of CNP might be attributable to “rapid changes and economic 
demands in healthcare [which] present challenges and ethical dilemmas for the nurse 
executive” (Connor, 2017, p. i). 
Survey and RPJ data were congruent in distribution of specialisations; however, 
RPJ attracted a 44.5% more SRNs than exists in the WA nursing population (based 
on the Sir Charles Gairdner Hospital figures). 
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8.2.6 Religion and spirituality 
WA or Australian data on religious or spiritual background of nurses is not 
available. Survey data demonstrated some participants did link religiosity and 
spirituality. Some qualitative data from the survey indicated that some participants felt 
caring could exist without religiosity or spirituality as part of their cultural upbringing in 
terms of a ‘cultural value’. All RPJ entries address caring nursing practice, but none 
addressed religiosity or spirituality.  
8.2.7 Summary of transferability 
In summary, where WA or Australian data was available, the study population 
was compared with the WA and Australian nursing population and with the general 
workforce population in Australia. The WA nursing population is similar to the 
Australian nursing population. 
The study population reflects the WA nursing population and suggests that the 
findings may be generalised to WA. The study population had a higher proportion of 
females and senior registered nurses than the WA and Australian nursing populations 
and this difference was more marked with participation in RPJ. Whilst the data 
analysis did not determine the reason for this, it may be how nurses at different levels 
of their professional development approach the topic of caring. Junior nurses tend to 
attend professional development related to clinical knowledge and skill acquisition as 
they move from novice to expert (Benner, 1984). At the same time literature indicates 
that senior and executive nurses recognise a need for support with “professional moral 
courage as a recognized competency” in order to meet challenges and ethical 
dilemmas associated with “rapid change and economic demands” of the health care 
system (Connor, 2017, pp. i–ii). 
Differences existed between the study population and the general workforce in 
Australia. However, this finding relates more to the profession of nursing. Participants 
and nurses across Australia are predominantly female, work more part-time, and have 
much higher educational attainment than the average Australian worker. 
This next section of the chapter will review the three research sub questions, 
following by the overarching research question. After this review, the chapter will 
conclude with the research limitations and chapter summary. 
8.3 Sub-question One: What are the Shared Meanings of Nurses and 
Society about Caring and Nursing: Personal, Professional, 
Organisational and Societal? 
Discussion around this sub-question centres on determining the veracity of 
claims of a decrease in caring nursing practice in which caring and nursing are linked 
in historical and contemporary literature. Literature is compared throughout with 
research findings which provides nuance to these claims. 
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8.3.1 Claims of a decrease in caring nursing practice 
The call for a return to caring nursing practice stimulated this research. Prior to 
engaging with the research, the veracity of the claim that there has been a decrease in 
caring nursing practice in recent decades was investigated. On initial investigation 
there appeared to be evidence to support the claim: (1) a number of damming reports 
into gross negligence and lack of caring around the globe (Francis, 2013) and in 
Australia (Garling, 2009; ACSQHC, 2018; Government of Western Australia, 2018a, 
2018c) and, (2) assertions by leading nursing theorists (Watson, 2009). 
The research evidence from participants demonstrated that the claim required 
further clarification and refinement particularly with reference to bureaucratic system 
wide and organisational impacts on nurses’ ability to care (Ernst, 2019; Ray, 1981a, 
1989). Participants agreed that caring had diminished and had impacted patient 
outcomes; however, they qualified this claim. They commented on organisational 
imperatives such as lack of time, which at times made it impossible to care in line with 
their core value of caring.  
8.3.2 Linking caring and nursing 
The call for a return to caring nursing practice appeared to be based on a 
presumed link between the terms nursing and caring. Literature demonstrated that 
definitions used by leading international and national bodies governing nursing were 
broad based and could be used to describe most of the caring professions by the 
substitution of one professional name for another – for example ‘nurse’ or ‘doctor’ 
(ICN, 2002). Reports into the decrease in caring in nursing appeared to assume that 
nurses ought to care and somehow the lack of care had often resulted in catastrophic 
patient outcomes (ACSQHC, 2018; Francis, 2013; Government of Western Australia, 
2018a, 2018c). Literature also demonstrated considerable debate among nurse 
theorists who refined concepts and developed theories about CNP, (Arndt, 1992; 
Beck, 1999; Boykin et al., 2003; Corbin, 2008; Halldórsdóttir, 1996; Irurita, 1999; 
Leininger & McFarland, 2002; Locsin, Tanioka, & Kondo, 2019; Ray, 1989; Turkel, 
2014; Wolf, 2016; Wolf & Bailey, 2016). The immense body of literature on concept 
clarification and theory development did demonstrate an intentional link between the 
terms nursing and caring. 
The research evidence showed participants were able to define nursing, caring, 
and caring nursing practice and did indeed link caring with nursing. 
8.3.3 Science of caring or caring science? 
Within nursing literature there appears to be consensus that caring and nursing 
are linked. However, the nature of the link between caring and nursing are debated. 
Literature demonstrated dissent among theorists and practitioners. Dissent is largely 
based on how to conceptualise caring in relationship to science and nursing (Turkel et 
al., 2018). On the one side of the debate, caring is perceived in terms of technically 
competent care and on the other side of the debate, caring is seen to be central to the 
way in which nursing is carried out. 
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This dissent leads to deeper theoretical questions about (a) what differentiates 
nursing actions which on the surface appear to be caring and which could theoretically 
be performed by an artificial intelligence (AI) nurse (Locsin, 2013; Appendix 2 
Workbook: A modern parable; Sumner & Fisher, 2008) and the related question of 
whether caring entails a humanistic emotive response (Qiuting, 2013; Sumner & 
Fisher, 2008), and (b) the transcendent aspect of caring interpreted by some nurse 
theorists to be ‘caring from the heart’ (Nightingale, 1872) or ‘love’ (Ray, 1981b, 1991; 
Turkel et al., 2018; Watson, 2005, 2019). The key debate could be summed up in the 
question ‘what makes a nursing action caring?’  
At this point in theoretical debate, a divide emerged in nursing research circles 
about how to investigate caring nursing practice. Ought it to be ‘the science of caring’ 
or ‘a caring science’ (Boone, 2014; Watson, 2009)?  In the first clause the approach to 
caring is through scientific investigation with the focus on science and implies “caring 
can or ought to be investigated by scientific process which can be validated and 
documented” (Turkel et al., 2018, p. 67). In the second clause the focus is on caring 
and science and is open to the possibility of perspectives about aspects of caring 
which are not amenable to scientific enquiry (Carper, 1978; Watson, 2005). It 
appeared that theoretical debates about the nature of caring were being mirrored in 
theoretical debates about how to approach research into caring (Ray & Lynn, 1991). 
So although both sides of the debate linked with nursing, there were distinctions in the 
way caring was perceived – either as represented by a set of actions which could be 
understood scientifically or a set of actions which could be understood scientifically but 
also encompassed a transcendent quality, which at present is unable to be 
understood scientifically at this time in history (Ray & Lynn, 1991; Watson, 2005, 
2009).  
The research findings did not demonstrate a divide in the way participants 
conceptualised caring in relation to nursing. The theoretical divide between a science 
of caring or a caring science were not recognised. As stated previously participants 
were able to define caring, nursing and caring nursing practice. Further, they identified 
the value of caring as originating both intrinsically and extrinsically. They commented 
on how caring was ‘innate’. Some commented that they were born with it and 
identified with it as part of their nature. Others described how they had acquired it 
through their upbringing, through religious or spiritual affiliations, and through 
education and practise in nursing. Some participants recognised both processes 
occurring within their lives. Participants were also clear about the application of 
‘caring’ to ‘nursing’. They saw nursing as a combination of technical competence and 
a humanistic approach to their work.  
8.3.4 Personal factors 
Literature pointed to several personal factors which affected the shared 
understanding of caring and nursing. These include: socio-demographics and in 
particular educational and economic location of nurses parents within their culture; 
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spirituality; gender; and, whether nurses worked in part-time or full-time nursing (Biro, 
2012; Gooding, 2001; Qiuting, 2013; Simmenroth-Nayda & Görlich, 2015).  
The psychological disposition of self-efficacy is thought to be linked with caring 
(Coates, 1997; Reid et al., 2015, 2018). Caring efficacy does not necessarily imply 
agency - the link between caring and agency is mediated through various socio-
cultural and organisational factors (Emirbayer & Mische, 1998; Falk-Rafael & Betker, 
2012).  
Literature and research findings showed that although nurses wanted to care, 
knew about how to care, they were often unable to care in a way that met their value 
system and were variously reported in the literature to be personally frustrated, burnt 
out, and suffering moral distress (Barlem et al., 2013; Prestia et al., 2017).  
Research findings show that participants were highly motivated to come to work 
and to care: they cared often to their own detriment: emotional; physical; and, 
dedicated additional out-of-work time in order to ensure care and safety of patients. 
Participants derived joy and satisfaction from their caring work; often stating they 
loved nursing. Research findings showed that the level of agency appeared to be 
limited to patient advocacy at the unit level and the bedside or unit level advocacy. 
There were no reports or consideration of participant’s agency within the bureaucracy 
at senior inter-disciplinary or executive level management even though some 
participants were from leadership and executive levels.  
In summary, preliminary evidence from this research indicates that the lack of 
agency of nurses is impacting caring nursing practice, the well-being of nurses, and 
most importantly the health, healing and safety of patients.  
8.3.5 Professional factors 
Literature demonstrated that professional factors have capacity to affect CNP. 
Such factors might include: registration requirements; professional expectations and 
legislated CPD requirements; and, representation of nurses interests through 
accreditations process such as Magnet Hospital accreditation (AHPRA, 2009, 2016b; 
Australian Commission on Safety and Quality in Health Care, 2012; Nursing and 
Midwifery Board of Australia, 2008a, 2008b; Parliamentary Council, 2009). In WA 
early attempts were being made by the nursing profession in some hospitals in the 
area of PD on caring, but evidence from participants showed these initiatives had not 
yet been fully embedded in the organisation.  
In summary, research findings indicated participants were largely unaware of the 
impact of professional factors on caring nursing practice. They reported using 
information from organisations as the “middleman” on what their entitlements were 
with regards to CPD and in particular PD-leave entitlements. 
8.3.6 Organisational factors 
Organisational factors such as hospital accountability, accreditation, and 
accounting systems have led to less and less time to care and less support for caring 
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(Novakovich, 2017; Pomey et al., 2010). Research shows that “Patients are still being 
ignored and ‘commodified’ and nurses are still afraid to ‘speak up’ when fundamentals 
of care failures happen” (Kitson et al., 2019, p. E1).  
Organisational attention to funding, revenue and economic KPI’s reflected a 
broader societal approach. Care was understood to include technical competence and 
humanistic caring, and caring was expected of nurses; however, where organisations 
viewed nursing as a commodity (Hopkins, Walsh, & Dillard‐Wright, 2020) they also 
emphasised technical competency of nurses and balancing budgets over time to care 
- this has had dire consequences for patients and staff (Francis, 2013; Locsin, 2017; 
Ray & Turkel, 2014; Watson, 1979, 2003, 2007, 2017, 2019). Participants reported the 
focus on health care economics of staffing and top down policies which did not work 
had left them understaffed with insufficient time to provide adequate care. Participants 
reported being limited in their ability to implement care and linked that inability with 
direct orders to operate in ways which they felt were sub-standard and unsafe. They 
understood these orders to be based on economic considerations rather than a focus 
on safe quality focused patient care. 
The limited capacity of participants for real agency in the provision of caring 
nursing was clear. Similarly, participant comments and reflections indicated frustration 
with the dominant value the organisation placed on the economic voice of health care 
at the expense of the nurses voice about what is needed to implement the value of 
caring. At a presentation to nurses Dr Robina Redknap, the Chief Nurse and Midwifery 
Officer for WA Health, stated: 
the responsibility of every nurse and midwife in this room to grasp the 
opportunities that arise to extend themselves and ensure we have a voice 
and are at the forefront of leading great health care. (2019, p. 9) 
In the research findings there was little evidence of bureaucratic caring which the 
literature indicated might be possible (Ray, 1989). Participants indicated that ‘time’ 
was the overwhelming factor impacting their ability to implement their values. This 
impacted their caring values. Most indicated there was a lack of congruence between 
purported organisational values found in policies and mission statements, and 
implemented values. Box-ticking and form-filling were reportedly ‘hijacking’ and 
eroding nurses’ time with patients and eroding their capacity to delivery caring nursing. 
Participants were vociferous about a lack of leadership by example although some 
reported that there were changes starting to happen. Participants reported that one 
hospital had implemented a Caritas model of care but change to them appeared to be 
slow and sporadic and unit based, with many feeling there continued to be a lack of 
leading by example - particularly with regards to time to care.  
The literature acknowledges a culture of ‘blame the victim’ and that professional 
and organisational factors were shown to impact this approach to crisis in the 
workplace (Costello & Haggart, 2008). In Australia this culture persisted and was 
changed as late as mid 2019 in Australia (AHPRA, 2020b) so that nurses might gain 
support rather than fear de-registration. Participants reported that when they 
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approached their organisations for support for feeling burnt-out, frustrated, not listened 
to, and blamed they were sometimes referred to support services. At least two 
participants said these services had at times questioned their ability to continue 
practicing as nurses.  
Within the organisation, support from colleagues was rated highly in participants’ 
decisions to continue in nursing regardless of the lack of support from leadership. 
Work environment and support from management also influenced motivations to come 
to work. There appeared to be a distinction in the findings between lower levels of 
management and unit level and higher executive levels. 
In summary the key organisational factors which focused hospital activity on 
accountability, accreditation, and accounting systems has led to less and less time to 
care and less support for caring nursing practice. A review of literature and the 
research findings show early attempts are being made by nursing in some WA 
hospitals to focus on caring but evidence from participants showed these initiatives 
had not been fully embedded in the organisation.  
8.3.7 Societal factors 
The literature shows that societal factors are based on philosophies which 
support economics at the expense of health care within modern bureaucracies (Gee, 
2015; Reiman, 2012). The focus on monetary accounting at the expense of caring is 
acknowledged in the literature (Ozcan et al., 1998). More recently the literature shows 
there is an international move towards creating ‘caring economies’ (Eisler, 2008; 
Hogan, 2017). The nursing literature demonstrated that internationally there has been 
sustained engagement with attempts at making bureaucracies more patient focused 
and caring (Martin, 2015; Ray, 1987, 1989). So although the economic driver might be 
the fact that ‘safer care saves money’ (Duckett & Jorm, 2018) the fact appears to be 
that the health care system is one of many systems in a modern capitalistic 
democracy and social or common wealth is measured in terms of money (Eisler, 
2008).  
Research findings did show that participants recognised a need for money in 
order to ‘put a roof over our heads’ and exist in a society where money is necessary. 
The money was not the primary focus of participants, even though some participants 
said that they would leave nursing if they did not need money to pay the mortgage. 
They were willing to attend PD in unpaid time without leave and to work part-time due 
to family commitments. Although there were some participants from senior and 
executive roles budget was mentioned in one comment only and that was in relation to 
a dispute over a staffing budget. 
Another societally shared meaning about nursing is that historically and 
traditionally it is considered to be women’s work. This perception has flow on effects: 
number of women in nursing; the level of part-time workforce in nursing; and, as a 
proportion of the nursing population there is a greater ratio of men than women in 
senior nursing positions. Attendance at the MC reflected gender disparities in larger 
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proportion of women attending, the link between caring and femaleness, and between 
men’s preference for PD linked with career enhancement were also mirrored in the 
findings.   
In summary the prevailing societal monetary and fiscal approach to health care 
did not mirror supported shared meaning between society and nursing.  The monetary 
and fiscal approach left participants feeling largely unsupported in their desire and 
capacity for caring. The research findings showed high levels of efficacy and desire to 
provide caring nursing, but that real agency was limited.  
8.4 Sub-question Two: What is the Role of PD in Supporting Caring Nursing 
Practice? 
The literature on the role of PD in supporting caring nursing practice 
demonstrated the historical struggles of nursing education to establish itself on a 
professional basis and, the struggle to maintain equity with other professions: firstly 
through the provision of PD; and, secondly in the provision of opportunity to attend PD 
(Maloney & Woolforde, 2019; Shinners, 2019) . The role of PD, specifically with 
regards to supporting caring nursing practice, is debated in the literature. Generally it 
is argued “that the caring ethic can be nurtured and developed through nurse 
education” (Costello & Haggart, 2008, p. 44); however, division arises in the literature 
as to what constitutes a caring ethic and what ought to be taught in order to support 
caring nursing practice. Further, models for Nursing Education Services (NES) provide 
differing opportunities for nursing education and for the specialisation of education 
within nursing. These models are also seen to be impacted by the cultural context in 
which they exist. 
8.4.1 Historical struggles of nursing education 
Literature demonstrates that globally and locally, nursing has a history of 
struggle to be permitted to deliver high quality nursing education to nurses (Maloney & 
Woolforde, 2019; Piercy, 2002). With regards to PD specifically: nurses are required to 
do less PD time than other professions, (AHPRA, 2016a) and there is a failure to 
monitor and report on the amount of time nurses receive even though monitoring and 
reporting is mandated in various nursing industrial awards (Appendix 17).  
PD may include learning opportunities through teaching of knowledge and skills 
using a variety of approaches: formal education programs, mentorship, supervision, 
preceptorship (Russell, 2013) and role modelling (Nelms et al., 1993). Staffing of 
nursing education and educational support is provided through various NES models 
(Keane & Alliex, 2018).  In WA these NES models lack standardisation, state-wide co-
operation, representation and are in frequently modified (Appendix 17). 
Research findings indicate that participants were unaware of the impact of 
historical struggles in the provision of current nursing education. Many were surprised 
at how the historical context continues to impact the provision and ongoing 
educational opportunities of nurses. Participants acknowledge current limitations. 
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8.4.2 Opportunity 
Opportunity to attend a PD program on CNP requires first that there is an 
educational provision and second that attendance is supported by organisations. 
Literature also showed that where caring was taught and emphasised by the 
organisation there also needed to be opportunity to implement what is taught (Harper, 
Aucoin, & Warren, 2016a, 2016b; Johnson, 2017; Thomas, Pross, Hilton, & Boykin, 
2011). 
Research findings indicated a lack of opportunity to attend PD programs on CNP 
in WA, as none existed. Findings indicated that many registrants were not supported 
by their organisations to attend and therefore withdrew their registration. Of the 
participants attending many reported attending in their own unpaid time. They said 
they had the capacity to do this as part-time or off-duty staff. PD for nurses is reported 
by participants to be considered a privilege rather than a legislated right. Some 
participants were confused about their own education leave entitlements with some 
being provided incorrect information by their hospitals.  
8.4.3 The debated aspects of PD in supporting caring nursing practice 
The literature review demonstrated that there has little evidence based research 
into what constitutes effective PD for nurses. The literature did indicate that nurse 
educators are suited to “integrate caring science into practice” (Martin, 2015, p. 276) 
and that they “play a critical role in reuniting nurses with their mission to care for 
people” (Herbst et al., 2010, p. E11). There is a lack of PD programs on caring nursing 
practice available for review, despite evidence that it can make a difference (Boykin et 
al., 2013; Dyess et al., 2010b; Martin, 2015; Turkel, 2014). The sociocultural context of 
hospitals, nursing and nursing education brought with it challenges when considering 
the need to provide a caring curriculum founded on caring NES in hospital 
environments, which may not have the same caring foundation (Health Workforce 
Australia, 2012; Richardson & Díaz Maggioli, 2018).  
8.4.3.1 Approach 
Approaches to nursing education are considered from several perspectives. 
First, with the call for nursing education to become involved in rectifying the 
diminished lack of caring in nursing and support organisation wide approach to caring 
it may be easy for organisations to simply use education to “tick off’ on a reporting 
requirement rather than genuinely engaging with the problem of declining care in a 
more holistic way. 
Second, historically where education was provided simply for the sake of 
providing knowledge Nightingale (1872) considered it ‘to substitute for thought what is 
meant as a stimulus to thought and practice’. This is mirrored in contemporary calls for 
education as a support for caring nursing praxis. 
Third, in order to encourage in learners a conscious understanding of the social 
context in which they learn and work, there is a need for critical pedagogy in adult 
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education which uses critical theory and the development of critical understanding in 
learners (Freire, 2009). In WA there is recognition of: 
… the need to connect health curriculum directly to the larger political, social 
and economic issues surrounding the profession for which it aims to prepare 
graduates in addition to acknowledging the cultural and historical forces that 
often underpin these influences. (Lee, Steketee, Moran, & Rogers, 2013, p. 
64) 
Fourth, in so far as the curriculum is linked with, and the learner is supported by 
an increased awareness of the cultural and historical influences affecting participant 
professional practice - the education approach may be seen to be aimed at praxis and 
be seen to be emancipatory. However, it may not meet those criteria in a pragmatic 
sense. It may return learners more prepared for emancipatory praxis to the same ‘un-
emancipated’ cultural context from which they came and by so doing create additional 
burden on nurses without agency in a system at odds with their core values. 
Fifth, the concept of emancipatory praxis may be equally applied to nursing 
education itself as seen by adapting a quotation from Ray and Turkel (2014): 
As [nurse educators] practice from a value-driven, philosophical, and ethical 
social justice framework, they will find “their voice” and realize the full 
potential that the power of caring has on [staff] patient and organizational 
outcomes. … However, because of the increasing complexities of power and 
privilege—and the changing priorities of Western society in general, and 
health care in particular—nursing [education] finds itself in unsettling territory 
when it comes to engaging in social justice. (p. 132 adapted for nursing 
education) 
The research findings supported the ability of nursing education to increase 
participants’ knowledge and awareness of cultural context of caring nursing practice 
and the role of nursing education. Findings also showed that this increased knowledge 
and had different impacts. Some participants demonstrated a new sense of self-worth 
and determination to make caring ethical choices for their patients, others described 
frustration at ongoing inability to implement their value of caring, and others explained 
a number of different approaches to affecting localised change. 
8.4.3.2 Agency 
Nurses appear to have a lack of agency when it comes to caring nursing practice 
despite sound research-based evidence showing caring nursing practice: improves 
patient outcomes; decreases staff turnover and; improves financial indicators. 
Throughout the preceding chapters there has been discussion about the key terms of 
practice, praxis and agency. The distinction between praxis and agency is that praxis 
is defined as simultaneous action which is informed by thought, and thought which is 
informed by action, whereas agency implies an awareness of context and ability for 
independence of action (Barker, 2002). It is possible to have caring nursing praxis 
without caring nursing agency. The concept of caring emancipatory praxis (Ray & 
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Turkel, 2014; Walter, 2017) implies a particular ability and awareness imbedded in 
conscious practice.  
PD did engage participants with the concepts of practice and praxis in relation to 
caring nursing practice. After the MC participants did show an increased 
understanding of the terms and of the limitations placed on their desire and ability to 
implement caring nursing. Reflective practice journaling (RPJ) further demonstrated 
that nurses understood the many organisational and cultural limitations placed on their 
desire to nurse in line with the core value of caring. Participants also expressed 
feelings of powerlessness, isolation, and burn-out, in relation to frustrated desire and 
attempts at implementing caring nursing practice. Data from RPJ and T3 surveys 
showed that an awareness of the lack of agency did not translate into a perception of 
increased systemically supported nursing agency. Participants may have returned to 
their workplaces with renewed enthusiasm and a sense of comradery in caring nursing 
practice; however, their agency in the workplace remained limited. 
8.4.3.3 Nursing Education Services 
Another aspect of the debate on the role of PD in supporting CNP is the 
organisation and use of Nursing Education Services (NES) within an organisation. 
Literature shows that there are three models of NES in Australia – including some 
hybrid models incorporating aspects of one or more of the models (Keane & Alliex, 
2018). A centralised model was deemed to have many advantages over other models 
(Keane & Alliex, 2018). Literature shows that there are some nursing education 
departments and programs based on a caring ethic and that these initiatives are 
making inroads to caring at all levels of the organisation (Martin, 2015; Watson, 2019).  
A 2020 review of NES models in WA demonstrated a variety of models within the 
greater metropolitan area of Perth with at least one major hospital moving away from a 
centralised NES model. One hospital uses Caritas as its model for nursing, but no 
NES within hospitals articulated using caring as the basis for their NES. 
8.4.3.4 Emancipation 
Freeing nurses to care was represented in the nursing literature under the 
concept of emancipation. It was seen in terms of nurse’s voice, potential, and power of 
caring on patient and organisational outcomes (Ray & Turkel, 2014) and 
transformation in relation to social justice (Walter, 2017). With this form of social 
caring ethic, the literature implied there was a connection between the caring science 
and freeing nurse’s voice, and caring potential as a means of transforming care for 
patients and organisations (Ray, 1989, 1991). The nursing literature linked the value 
of caring with emancipation and social justice (Enestvedt et al., 2018; Falk-Rafael & 
Betker, 2012; Kagan, Smith, Cowling Iii, & Chinn, 2010). Other nurse theorists argued 
that, ”social justice cannot … be accepted as a shared nursing value … because [it] is 
inadequately argued” (Lipscomb, 2011, p. 11). The debate about emancipatory caring 
nursing praxis (Ray & Turkel, 2014) raised questions in the literature about what 
constituted social justice and for whom. Literature emerged on: nursing used for social 
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justice for minority groups within the health system; nursing used for social change in 
disadvantaged populations; and, nurses used within organisations to create cultural 
change (Martin, 2015; Ray & Turkel, 2014). The problem with the debate on 
emancipation appears to be (with a few notable exceptions) a failure of theorists to 
address the pragmatic nature of the cultural context in which nurses operate and the 
level of agency they might have in that culture – be it wider society or within an 
organisation. Although vast amounts of literature (Duffy, 2018; Spichiger et al., 2005; 
Watson Caring Science Institute, 2017; Yasuhara, Ito, Tanioka, Kondo, & Locsin, 
2019) attest to the fact that nursing is caring, that it is about social justice, that it has 
the capacity to create “awareness, understanding, and choice for transformation” (Ray 
& Turkel, 2014, p. 132), the research data and some literature indicate that without 
capacity to care, the nurse is left in busy, understaffed, organisations disempowered 
to “making ethical choices and making the time to integrate caring-healing modalities 
into practice” (Ray & Turkel, 2015, p. 160).  
Research data shows that nurses do make these ethical choices and that by so 
doing they experience a mix of joy and frustration and burn-out at the struggle that is 
required to make choices which may be denigrated by other nurses and by the 
organisation. Data demonstrates that implementing caring nursing practice often 
comes at a cost to the individual but that without the struggle of individual nurses’ 
patient care and safety suffer. The approach to nursing education therefore must be 
carefully considered if it is not to do more harm to nurses than already exists.  
The role of PD in supporting CNP is restrained by both historical and 
contemporary struggles of nursing to provide PD on CNP. The role of PD in this 
endeavour is limited by the lack of available PD examples on caring nursing practice 
from which to draw on in the development of such a PD program; and, lack of 
opportunity of nurses to attend such PD. In addition, there are limitations on the extent 
to which a PD program can rectify societal and organisational factors which impact on 
a lack of CNP in WA hospitals. A further limitation may occur at the organisational 
level.  The role of PD may also be limited by the NES model present, and the 
organisations approach to nursing education.  
Despite these limitations a PD program may support CNP by providing 
theoretical and practical support for: CNP; caring nursing praxis; encouragement of an 
understanding of the social context of CNP; and, possibilities for personal, 
organisational, professional, and cultural emancipatory praxis. It is also the role of 
CPD to provide an understanding in participants of agency in the provision of CNP.  
8.5 Sub-question Three: What Educational Content and Methods Should be 
Used in PD on Caring for Nurses? 
The discussion on the third sub-question which addressed what is known about 
effective PD is framed within the development of a PD program. Literature on 
effectiveness informed each step of PD program development. Information from the 
methodology chapter is also referred to.  
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8.5.1 Determining theoretical underpinnings and exploring evidence based 
research 
After reviewing the literature, it became clear that the theoretical and research 
debates about caring and nursing were based on philosophical questions about 
knowledge and knowing (Watson Caring Science Institute, 2017). The research 
showed that caring and nursing were linked. It also showed there was debate about 
what knowledge could legitimately be taught to nurses. The key differences found in 
the research were firstly, the types of knowledge that could be known (theoretical, 
quantitative data, qualitative data, existential/metaphysical) and therefore could 
legitimately be included in PD programs (Coe, 2001; Einstein, 1944; Hoffrage, 
Hertwig, & Gigerenzer, 2000; Polleit, 2011).  
Secondly, three was consideration of whether the study of caring in nursing 
ought to be considered a caring science or the science of caring (Chinn & Kramer, 
2015; Fawcett, 2005; Ambrose, Bridges, DiPietro, Lovett, & Norman, 2010). From this 
basis there ensured a debate about reductionism, the reductionism of a complex 
whole in terms of its individual constituent parts and their interactions (Daniela, Voss, 
Lundy, & Craig, 2015; Malpas & DePaul, 2015; Ripstein, 2012). This included 
research into artificial intelligence and the potential for caring nursing robots. On the 
other side of the debate proponents for caring science (Arman et al., 2015; Turkel et 
al., 2018) opposed Kantian theories of material reductionism (Kienle et al., 2013) 
because they contend that caring involved more than the sum of its parts. They 
proposed that it involved a transcendent component which they identify as ‘love’. Love 
was equated with human caring behaviours and affective domains linked with 
concepts of ‘caring from the heart’ and ‘caring with compassion’ and a continuance of 
the term ‘unitary’ (Turkel et al., 2018).  
Thirdly, the term unitary or unified or union or universality had been linked with 
caring. There is large body of literature on the concept of what constitutes the whole – 
is there for example some union which occurs between carer and cared for? And is it 
this ‘union’ however described that is at the ‘heart of caring’? This concept of union at 
this point in history appears to be beyond scientific analysis and yet it persists in 
reputable analysis in various ways: union with the one being cared for (Mayeroff, 
1971), ‘unitary human beings’, ‘unitary caring science’ and ‘unitary transformative 
paradigm’ and ‘ethical unitary world views’ (Turkel et al., 2018, p. 71), universal field 
(Watson, 2005), theory of culture care: diversity and universality (Leininger, 1988), 
unified field theory (Einstein 1944), and communion with God (Nightingale, 1872).  
Fourthly, literature demonstrated that there is an intersect between physics and 
metaphysics of caring. For example, unitary field is being researched in terms of mind-
body connection and its effect on health, healing and learning. What is interesting in 
the science of unity is that at this level knowing may be able to be part of a scientific 
body of knowledge included in PD on CNP. Given that there is sound scholarly debate 
and scientific enquiry into what constitutes caring from knowledge and knowing 
perspectives it was necessary to present both perspectives to PD participants 
(Appendix 6 Workbook). 
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The research evidence showed participants were predisposed to engaging with 
concepts about distinctions between heal and cure, the mind-body connection, and 
the involvement of the mind on healing / curing. The concept of a unitary field and the 
science relating to this were discussed in the MC. Participants engaged readily in the 
evidence and were able to discuss the science in relation of the nature of caring reality 
in nursing practice. Participants were also able to engage in the potential distinction 
between human nurses and robot nurses (Appendix 6 Workbook) particularly in 
relation to what constitutes caring. Participants readily provided examples of 
behaviours which demonstrate caring nursing practice, and list benefits and 
importance of caring for patients, nurse organisation, nursing profession and society.  
8.5.2 Establish cultural context 
Establishing the cultural context of an education program is relevant to this 
research from four perspectives: firstly it provides likely demographic and cultural 
backgrounds of participants (Miglietti & Strange, 1998; Yalden, Cunliffe, & Hunnisett, 
2013); secondly it contextualises the PD in reality (Tong, 2018; University of Illinois at 
Chicago Nursing Institute, 2001); thirdly Australian nursing literature shows there is a 
link between socio-demographic factors and self-efficacy (Reid et al., 2018); and, 
fourthly the learning environment. Literature was used to inform selection of content, 
teaching methods, and teaching materials. Research data showed that the PD 
program was culturally acceptable and culturally relevant to hospital nurses in WA. 
The learning environment and the effect of stress on learning (Modinos et al., 
2009) are considered in the education, psychology and biomedical literature (LePine 
et al., 2004). Hospitals were generous in the provision of teaching space for the 
nursing PD program. All hospitals provided classrooms with audio-visual technology, 
natural light and climate control. Two hospitals provided access to their computing 
laboratories to allow participants easy online access to surveys. Hospitals also 
provided an area in which participants could have breaks and a lunch break. Some 
hospitals provided access to a refrigerator to store milk and refreshments. 
At the hospital or organisational level there are reports of different levels of 
support for nursing education from that of other health professionals: in the provision 
of refreshments, length of time, and leave release to attend PD (the latter is covered 
above). This was taken into consideration when delivering the PD program. 
Participants commented on how wonderful it was to be able to have a full day of PD 
on a topic of interest. Further most commented on the provision of food and 
refreshments, jovially adding “where is the wine?” and that catering at PD was 
normally the privilege of executive and doctors. 
8.5.3 Select content 
Literature emphasised the selection of content ought to be based on meeting the 
objectives of the curriculum. Prior to selecting content, literature was explored to 
determine theoretical underpinnings and evidence-based research in the field.   
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Content for this PD program was based on a focus on contemporary caring 
nursing practice in relation to cultural and historical origins - both internationally and 
locally (Hobbs, 1980; O'Connor & Robertso, 2003). PD content provides opportunity to 
examine how these cultural and historical origins impact personal, professional, and 
organisational contexts of caring nursing practice. Critical thinking and the use of 
reflective practice in nursing (Morrall & Goodman, 2013) were explored in relation to 
enhancing engagement with evidence based research in the field, personal 
development, and conceptualising methods for improved caring nursing practice on 
personal, professional, organisational and societal levels (Appendix 6 Workbook; 
Appendix 7 Workshop plan). 
Research evidence demonstrated that the content was able to meet the 
objectives of the curriculum and that MC and RPJ participants enjoyed the PD 
program. 
8.5.4 Selecting teaching method  
Selection of teaching methods was based on a review of the literature which 
suggested consideration of: technology available for use; size of classroom and 
participant numbers; ability to move around a classroom without disturbing others in 
adjoining classrooms; combination of passive and active learning styles; and 
alternating focus between student centred learning and teacher focused teaching 
(Muhammad, 2019). In addition selection of teaching methods was based on whether 
the method were likely to support meeting curriculum objectives; whether participants 
would be comfortable with the methods; whether the educator is comfortable and 
capable of utilising the mix of methods; whether the educator is comfortable and 
capable of altering methodology within a MC if necessary; and, whether the methods 
are acceptable to the organisation hosting the PD program (Ellington, Earl, McConnell, 
& Middleton, 2020). 
In selecting teaching methods, the researcher examined literature on adult 
education, thinking literacy of nurses, and ways of supporting meaning-making. The 
question posed about caring teaching and learning is “how educators design teaching 
and learning situations that facilitate students to learn to care more effectively” 
(Costello & Haggart, 2008, p. 52).  The literature suggests: 
Teaching human caring is more than imparting cognitive information about 
theory or demonstrating psychomotor intentional human caring behaviours. 
Teaching human caring involves cognitive and psychomotor prompts that 
elicit and affective response in the nurse. (Herbst et al., 2010, p. E6) 
Literature on adult education or andragogy was reviewed (Edwards-Groves & 
Kemmis, 2016). Philosophical concepts were examined in terms of intrinsic and 
extrinsic knowledge and how that may be known or transmitted (Stanford University, 
2018). 
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Research evidence demonstrated participants readily engaged in content and a 
variety of activities designed to explore both intrinsic and extrinsic knowledge 
(Appendix 6 Workbook: Activities).  
8.5.4.1 Supporting critical thinking 
Literature on reasoning and critical thinking was explored (Chenoweth, 1998; 
Duchscher, 1999; Gul et al., 2010) particularly in relation to self-assessment and 
reflective practice (Siles-González & Solano-Ruiz, 2016). Literature on thinking literacy 
of nursing university graduates was examined (Morrall & Goodman, 2013) to 
determine the likely baseline of participant thinking and reasoning skills. Also, to 
consider how to launch participants thinking using familiar ways of thinking – scientific 
thinking and the nursing process as starting points to enhance their capacity (de 
Tornyay & Thompson, 1982; Dickson & Lobo, 2018; Edwards-Groves & Kemmis, 
2016; Novakovich, 2017; Patestos, Anuforo, & Walker, 2019; Watson, 2017). This 
consideration determined that heuristic reasoning (abductive) - the simplest form of 
thinking in which individuals draw conclusions about the most likely assumption was 
the predominant reasoning process of university students (Chenoweth, 1998; Morrall 
& Goodman, 2013). The literature showed that in nursing, critical thinking is often 
relegated to clinical decision making in its more restrictive sense of ensuring safe and 
ethical practice (Chenoweth, 1998). Types of reasoning: abductive, deductive and 
inductive were examined for how they might be applied to understanding critical 
thinking in nursing (Chenoweth, 1998; Morrall & Goodman, 2013; Siles-González & 
Solano-Ruiz, 2016; Turkel, Marvelous, Morrison, & Singletary, 2016) and in particular 
how critical thinking might relate to the scientific process, the nursing process, and 
education (Yildirim & Ozkahraman, 2011).  
The research evidence showed that the understanding of participants was typical 
in their preferred mode of reasoning. Although they were familiar and comfortable with 
concepts of evidence-based practice they were unable to place that understanding 
into theoretical frameworks or use nursing models to implement the evidence in 
practice. Irrespective of this, participants had a high regard for education with many 
participants engaging in post-graduate studies. In addition, participants commented on 
the need for more PD which was not based solely at skills enhancement and 
associated decision making processes. They reported enjoying the breadth of thinking 
and discussions stimulated in the MC.  
8.5.4.2 Supporting meaning-making 
Meaning-making as the integration of knowledge was reviewed from three 
perspectives: praxis, reflective practice and time. The PD program required 
participants to be able to distinguish between nursing as practice - a customary or 
habitual way of engaging in nursing, as opposed to nursing praxis - a committed 
action informed by critical reflection, which positions practice and theory as mutually 
creative (Carr & Kemmis, 1986; Schoenberg et al., 2018).  
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Theories of Kolb (1984), Bloom (2001) Bolton (2001) and Maslow (1970a) were 
explored as a basis for developing a PD program on caring nursing practice that might 
be capable of moving participants through increasing levels of commitment and praxis 
with ever broadening reflective practice at each incremental PD teaching/learning 
intervention (Anderson & Bloom, 2001; Cornwell, 2011; McLeod, 2017). This 
exploration took into account that traditional stepwise incremental progressions are 
not linear in learning and teaching methods needed to be flexible enough to re-visit 
earlier steps when understanding was lacking (Schoenberg et al., 2018). 
The education and psychology literature touched on the divisions found in 
nursing research about ‘science of caring’ or ‘caring science’. Bloom’s taxonomy was 
revised in 2001 and now places ‘create’ as the top level (Anderson & Bloom, 2001). 
Maslow reformed his initial hierarchy of needs to include ‘transcendence’ (Berl, 
Williamson, & Powell, 1984; Trigg, 2004).  
The literature review formed the basis of the development of a conceptual model 
which was capable of incorporating aspects from each of the theoretical frameworks 
and included the possibilities of Bloom’s ‘create’ and Maslow’s existential human need 
for ‘transcendence’ into the curriculum and teaching methods. An educational 
framework was developed for the PD program which was capable of supporting 
meaning making including concepts of creativity and existential transcendent thought 
– a necessary prerequisite for discussion about these aspects of nursing theory and 
research.  
The research findings showed that by using a conceptual model which supports 
meaning-making at various levels, a broad cross section of participants could be 
included in the same class on caring nursing practice.  
Research findings showed praxis as a concept was foreign to most participants 
prior to the MC. As a result of the MC there was an increase in understanding of the 
term and an ability to indicate practices which might enhance praxis. Similarly, there 
were learning gains in: definition, steps, and benefits of reflective practice. Participants 
demonstrated they started and finished at different levels of understanding. This was 
best demonstrated in an analysis of RPJ data for levels of critical thinking, reflexivity 
and praxis based on a developed evaluation rubric (Sohn et al., 2016; Thorpe & 
Barsky, 2001; Wald et al., 2009). Most participants were able to demonstrate 
reflexivity and praxis. Only submission of one participant demonstrated critical thinking 
resulting in a new perspective at the level of transformative existential learning. 
8.5.5 Develop teaching materials 
Teaching materials were developed to complement content and teaching 
methods. Teaching materials provided variety between instructivist and constructivist 
methodologies (Lam, 2011). Multimedia provided variety. It included: PowerPoint 
presentations; photographs, film, audio, and a workbook. Interactive components 
included: group discussion; class discussion; refection (Bagay, 2012; Leino-Kilpi, 
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1990); story telling (Adamski et al., 2009) and; written planning activities. Participants 
actively engaged, appeared to enjoy the MC and provided positive feedback. 
8.5.6 Determining assessment and evaluation 
Assessment of participants occurred during the MC via informal educator 
observation which informed many aspects of the MC including: timing of various 
components of the MC; enjoyment and engagement levels on activities; need to 
modify group dynamics; physical learning environment and so forth. Feedback was 
positive. 
The PD program was evaluated using two research tools (survey and RPJ), 
aimed at providing a baseline and learning-gain information on participant: attitudes, 
knowledge and skills in relation to caring nursing practice, and critical thinking skills. 
The research tools were based on education and research literature on the 
development and use of survey tools and reflective practice. Both tools provided 
substantial amounts of useful data indicating the PD program was able to show 
learning gains and positive change in a broad cross section of attitudes, knowledge 
and skills related to caring nursing practice. Further analysis of data from the tools 
demonstrated learning gains and capabilities in critical thinking. 
In addition to assessment and evaluation of the PD program itself the literature 
indicates there are further criteria against which a PD program should be evaluated 
(Richardson & Díaz Maggioli, 2018). They include criteria such as being : impactful, 
needs-based, sustained, peer-collaborative, in-practice, reflective, and evaluated. 
Each of these categories with the exception of ‘sustained’ has been addressed in 
relation to the research question ‘To what extent can a professional development 
program support caring nursing practice in WA hospitals?’ Sustainability is addressed 
in the next section. 
This section outlined the educational content and methods used in providing this 
PD program on CNP. Preliminary work required a determination of theoretical 
underpinnings and an exploration of evidence based literature and, establishment of 
the cultural context in which the PD program was to be presented.  Following this, 
content and teaching methods were selected prior to developing teaching materials 
and determining assessment and evaluation of the program. Data demonstrated 
satisfaction with content and methods; learning gains; and, overall satisfaction with the 
PD program. 
This concludes the review of literature and research findings in relation to the last 
research sub-question. The next subsection discusses the research question. 
8.6 Research Question: To what extent can a professional development 
program support caring nursing practice in WA Hospitals? 
In answering the research question, the findings of this study support the 
conclusion that a PD program can support nursing caring practice. 
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There is no shortage of evidence to support the benefits of caring nursing 
practice. There is often a disparity between research evidence and the implementation 
of evidence. This disparity is influenced by personal, professional, organisational and 
societal context.  
In summary the debated role of PD in supporting CNP emerged from historical 
struggles related to the role of education of nurses. These historical struggles affected 
both the position of nursing education within the cultural context and the position and 
agency of nurses within the health care system. These struggles had an impact on the 
opportunity to provide PD on caring and opportunity for nurses to attend PD on CNP. 
Recognition of the importance of caring to nursing and the current cultural context in 
which nurses find themselves ignited debate. It was linked to theoretical and 
philosophical debates on caring. This approach required the use of a critical pedagogy 
which freed nurses to care by raising awareness of the cultural context in which they 
worked.  
The extent to which a professional development program can support caring 
nursing practice in WA hospitals is influenced by two factors. The first is the extent to 
which a PD program can produce demonstrable positive changes with regards to 
caring nursing practice in nurses practicing in WA hospitals. The second is the extent 
to which these changes can be utilised by nurses practicing in the WA hospital system 
and this depends on: the NES model, organisational support and professional support. 
In the first instance the theoretical, research and practice literature were used to 
establish a PD program which was demonstrated to support caring nursing practice. It 
was possible to establish a PD program based on sound educational principles which 
are able to move students through levels of critical thinking, reasoning and meaning 
making. The research findings show the program is capable of engaging participants 
at all levels and is capable of supporting engagement with thinking at the ‘create’ and 
‘transcendent’ levels of meaning making. It has been demonstrated that there is 
capacity and possibility of supporting caring nursing practice through a PD program.  
In the second instance the theoretical, research and practice literature were used 
to determine the cultural context in which such a PD program might occur in order to 
establish shared meanings about caring nursing practice. The literature demonstrated 
a long history of struggle for recognition of nursing and nursing education within the 
health care system, it showed that philosophical stance supporting economic 
rationalism and managerialisim adversely affected agency of nurses, nursing 
education and patient outcomes. Research findings were congruent with the literature. 
Survey of the WA context indicated that NES are varied and tend to reflect the 
approach of the broader hospital organisational support for agency of nurses and the 
provision of PD. Further there were inequities in professional support of nursing 
education. There were also inequities with other health professionals in CPD hours 
required to maintain registration with AHPRA. There was no evidence of reporting of 
nursing CPD by hospital NES in relation to industrial requirements. The Australian 
Nurses Federation (WA and National branches) declined to comment on their position 
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with regards to the legislated reporting requirements in one of the nurses industrial 
awards.  
Research findings demonstrated the detrimental impact of NES on type of CPD 
provision and access to PD for participants. A lack of PD on caring was seen by 
participants to reflect the values of the organisations with regards to caring nursing 
practice and mirrored the reality of practice for many nurses in WA hospitals. 
So although the effectiveness of the PD program can be established, the 
sustainability and the role of such a PD in WA must be questioned in light of the 
cultural context of nursing in this State and the ethics of providing education which 
places expectations on nurses who are not supported by the reality of the work 
environment in which learning is to be implemented.  
8.7 Limitations of the study 
The main limitation for this study is related to the evaluation of the study as a 
stand-alone PD program. It would be desirable to evaluate the effectiveness of the 
program as a hospital wide integrated PD program so that its impact on long term 
participant learning gains and the full extent to which it might support caring nursing 
practice may be evaluated. This would have involved pre-PD and post-PD program 
evaluation of participant and hospital caring nursing practice. This was not done for 
the following reasons: 
 The number of sites and participants available to the researcher. 
 The complexity of ethical approval to access and observe participants in 
practice which involves patients and other staff. 
 The lack of research-based evaluation tools for this purpose. 
The effectiveness of the PD program was monitored in four ways. First a pre-test 
/ post-test method at T1 and T2: directly before and after the Master Class (MC). This 
method determined immediate learning gains. Second, a further post-test at T3 after 
all reflective practice journaling (RPJ) was completed. This determined medium term 
learning gains. Third, the use of anecdotal commentary at each of the time intervals 
and during RPJ supplemented evaluation. Fourth, informal ongoing evaluation during 
the MC based on researcher observation and participant communications.  
The researcher also acknowledges that the recruitment process involved 
participants choosing to attend the program. As volunteers, participants may have had 
a stronger interest in caring than the broader nursing population.  
Even though there are limitations to the evaluation, the stand alone PD program 
did demonstrate that there were learning gains to be made in knowledge, skills, and 
attitudes of nurses to caring nursing practice. It is also possible to show a deepening 
and broadening of critical thinking skills can enhance participant awareness of the 
complex interplay of factors impacting caring nursing practice. 
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8.8 Chapter Summary 
This chapter presented a review of nursing in Western Australia and Australia to 
provide for a comparison of what was known of the research participants. This was 
followed by a review of each of the three sub questions in relation to the findings and 
literature, and concluded with addressing the overarching research question.  
In summary it is argued that a “caring ethic can be nurtured and developed 
through nurse education” (Costello & Haggart, 2008, p. 44). Discussion of what 
educational content and methods ought to be used in PD are summarised below. 
First, literature demonstrated that caring and nursing are linked historically and 
socially. This view is supported by the research data. Further, literature also argued 
that caring in nursing appears to have diminished in WA and internationally in recent 
times. The research data demonstrates that there is a need for a nuanced approach to 
the literature. Although research data concurs with the literature in that caring nursing 
had diminished, it shows clearly that caring as a core value of nursing has not.  
Second, the culturally shared meanings about caring and nursing demonstrate 
that caring as a core value of nursing is affected by personal, professional, 
organisational and cultural factors which impact a nurses capacity to act in 
accordance with their value of caring. There is a decreased capacity for agency in 
terms of freedom to act and implement caring nursing in accordance with their value of 
caring. The research data demonstrated congruence with the literature. 
Third, the role of PD in supporting caring and nursing is impacted by historical 
struggles to establish and support caring nursing practice. These have resulted in 
inequitable provision of education to nurses compared with other health professions in 
terms of: less CPD hours required to maintain registration; less days for CPD in leave 
entitlements; less acknowledgement of leave entitlements within organisations; 
decrease in the breadth of CPD offerings to nurses; and less acknowledgment of the 
need for ‘non-technical’ or ‘non-competency based’ PD for nurses. The opportunity for 
nurses to engage in PD which they find meaningful and supportive of their core value 
of caring continues to diminish in WA. 
Fourth, Preliminary work required a determination of theoretical underpinnings 
and an exploration of evidence based literature and, establishment of the cultural 
context in which the PD program was to be presented.  Following this, content and 
teaching methods were selected prior to developing teaching materials and 
determining assessment and evaluation of the PD program. Data demonstrated 
satisfaction with content and methods; learning gains; and, overall satisfaction with the 
PD program. 
Fifth, the provision of PD is also impacted by historical struggles of nursing 
education, opportunity to attend and provide PD on CNP, and debate about the 
connections between agency, emancipation and NES within the cultural context. Each 
of these factors impacts the potential for effectiveness of PD on CNP.  
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In summary, the research project findings are a valuable new addition to the 
current knowledge on the extent to which a PD program can support caring nursing 
practice in WA hospitals. These findings may assist nurses, NES, hospital executives 
and professional organisations which seek to support and improve caring nursing 
practice in WA hospitals through the use of PD. The implications of these findings and 
recommendations are discussed in Chapter 9. 
  
222 
Chapter 9: IMPLICATIONS AND RECOMMENDATIONS 
9.1 Introduction 
This research was designed to make a determination on the research question: 
‘To what extent can a professional development program support caring nursing 
practice in WA hospitals?’ Such a determination was framed around three sub-
questions: 
1. What are the shared meanings of nurses and society about caring and 
nursing: personal, professional, organisational and societal? 
2. What is the role of PD in supporting caring nursing practice? 
3. What educational content and methods should be used in PD on caring for 
nurses? 
This concluding chapter reviews the scope, implications, and recommendations 
of the research.  
9.2 The Scope of the Research 
The previous chapters addressed the general research question, ‘To what extent 
can a professional development program support caring nursing practice in WA 
hospitals?’  
The literature review demonstrated that knowledge about caring and nursing is 
seen to reflect historical and contemporary culturally shared meanings which link 
caring with nursing. This link means that nurses are held responsible for a reduction in 
caring. The research shows that caring is a recognised value which is congruent with 
personal value systems but that nurses are finding that they are limited in their ability 
to implement their value of caring due to organisational factors.  
There is a perceived link between the observed decreases in caring nursing 
practice (CNP) in hospitals with an assumed decrease in caring among nurses. The 
literature showed that this comes from a misunderstanding of the interaction of 
culturally shared meanings about caring and nursing which emerge from a complex 
interplay of personal, professional, organisational and societal factors. PD may be 
able to make and impact on some of these factors to some extent. 
The literature linking caring and nursing exposed inequities in the health care 
system which impacted nurses’ agency and capacity to provide care (Bucholtz & Hall, 
2005). Literature showed nurses had limited capacity for care and limited agency 
within organisational bureaucracy (Boykin et al., 2013; Boykin et al., 2003). This is 
linked to a complex interplay of personal, professional, organisational and societal 
factors that influence the shared meanings about caring and nursing. 
Findings from this research indicate that long term effectiveness of the PD 
program on participants and the hospitals in which they work requires organisational 
support and commitment to CNP. Regardless of this, the answer to the research 
question is clear. The development and implementation of a PD program can have a 
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positive impact on the knowledge, skills and attitudes of nurses to support caring 
nursing practice in WA hospitals. 
9.3 Implications 
The implications of these findings are important for members of the inter-
disciplinary health care team who want to provide educational support to improve 
caring nursing practice in hospitals. The research findings indicate that the impact of 
PD programs on caring nursing practice will be limited without broad based integrated 
‘whole of organisation’ caring effort. The implication for organisations who wish to 
maximise benefits of PD programs on CNP is a need to consider the clinical, research, 
and theory and education implications, and their impact on their organisation. 
9.3.1 Clinical implications 
The clinical implications emerging from the data pertain to participant’s frustrated 
desire for the provision of CNP within the hospital context. Participants indicated that 
the greatest impediment to CNP was time. A concerted coordinated effort is required 
by the health care system, hospital executives, middle management, unit managers 
and nurses to understand the cultural context behind the ever-diminishing time 
available to nurses to provide holistic CNP.  
Given the nurse’s high sense of efficacy, there does seem to be urgency for 
hospitals and the health care system to re-evaluate the limitations placed on the real 
agency of nurses. The evidence from this research confirms the literature. The strains 
caused between the balancing act resulting from two incompatible positions in which 
nurses are placed (limitations on capacity to care coupled with a high desire to care) is 
leading to isolation and feelings of inadequacy of individual nurses that undermines 
the profession of nursing within the health care system. This situation has two major 
clinical implications: negative workplace culture where nurses feel devalued and 
unable to implement caring; and more importantly, reports of substandard care due to 
organisational limitations placed on CNP. Participants had a plethora of suggestions 
which could lead to improvement. The outcome they wanted was more time to provide 
direct patient contact and holistic care.  
9.3.2 Research and theory implications 
This research should be seen as a starting point for research into caring nursing 
practice in WA and throughout Australia. In particular, it is the first WA research into 
educational practice which is designed to support caring nursing practice. There are 
opportunities for detailed research into components of the PD program. For example, 
the use of story as a learning tool in nursing is only just beginning to be used in 
Australia. Its use, in combination with reflective practice, may encourage learners to 
move to more integrative higher levels of conceptualisation of what it is to nurse and 
what it is that patients, hospitals, and society want and need from nursing. 
Further, research into the potential of such a PD program being available to the 
interdisciplinary team can be used to improve shared meanings. Such interdisciplinary 
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PD has the potential to add value, not only through improved shared meanings but 
also through shared education funding making it more cost effective. The reported 
diminishing time for caring nursing practice and the undermining agency of nurses is 
likely a symptom of a philosophy supporting the application of economic rationalism 
and managerialism in health. This approach to health care may be the cause of the 
substandard care being reported as the literature and research do not support a 
diminution of caring as a core value of nurses. 
The impact on the philosophical basis of a health care system is largely beyond 
the scope of PD programs. PD on caring nursing practice may approach education as 
emancipatory praxis; however, without system wide change the voice of nurses goes 
largely unheard and their agency within the system remains largely unaltered. For 
success and change to occur and for this change to be imbedded in the system, it 
must be a united whole of system ‘community’ with desire and commitment.  
9.3.3 Education implications 
For a PD program to have a positive impact on the knowledge, skills and 
attitudes of nurses to support their caring nursing practice in WA hospitals, there are 
several matters that need to be carefully considered prior to full implementation: 
1. The PD program is designed to provide a supportive collegial environment 
in which participants can engage in conversations, new understandings, 
and research about caring through engagement and development of 
critical thinking and meaning-making skills. It is not designed to change 
the caring disposition of participants to support CNP. 
2. The skills required to deliver such a program are diverse. They require an 
experienced educator with a synergistic grounding in nursing and the 
health system, health science, and educational theory, critical thinking, 
reflective practice, sociology, and philosophy – in particular, epistemology. 
The delivery of such a PD program would require preparation of 
facilitators who are able to integrate foundation theory and research with a 
diverse range of teaching delivery methods. 
3. Ongoing support is required - particularly where critical thinking and 
reflective practice are to be included in the program. There are limitations 
of one-off PD programs.  
4. As part of the commitment to nurses and CNP there is a need to 
understand how human resource implications might negatively impact PD 
on caring nursing practice. In particular consideration needs to be given 
to: participant demographics (including: age and gender differences in the 
workplace and special needs of working women of child bearing age); 
paid leave; and parity with the medical profession in funding for catering 
for PD. 
5. The long term effectiveness of a PD program such as this is dependent 
upon the extent to which positive changes in the knowledge, skills and 
attitudes of participants gained through the PD program can be utilised 
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and sustained by nurses practising in the WA hospital system. There 
needs to be congruence between what is taught and the ‘whole of 
organisation’ approach to caring practice.  
6. Nursing Education Service (NES) practice models based on caring as a 
core value supports congruence in values across education, the 
organisation, and practice.  
7. NES models have been shown to impact the delivery and dissemination of 
a PD program. A program such as this requires: centralised co-ordination 
and substantial educational support and follow up in the clinical setting by 
educators with caring as a sub-speciality.  
9.4 Recommendations 
Recommendations from this research emerge from the clinical, education and 
research implications: 
1. Provide access to a PD program on CNP to all nurses.  
2. Extended provision of a more generic PD program on caring practice 
should be made available to all members of the interprofessional team in 
hospitals and health care facilities in WA and across Australia. 
3. Prioritise resources to develop, implement and evaluate a PD ‘train the 
trainer’ program to assist in widespread ongoing dissemination of 
education on caring. 
4. Integrate the PD program and the value of caring practice into a whole of 
system approach to a caring culture as a priority that includes time to 
implement caring practice and time to reflect on caring practice. 
5. Provide regular and ongoing PD for nurses and multidisciplinary team 
based on theory and research. 
9.5 Conclusion 
This descriptive and exploratory mixed method research study examined the 
extent to which a PD program can support caring nursing practice in WA hospitals. 
The findings demonstrated a positive impact on knowledge, skills and attitudes of 
participants which support caring nursing practice in WA hospitals. Findings also 
demonstrated that the extent of the impact of the CPD program may be limited by the 
socio-historical context of health care and nursing and by practical organisational 
support for caring nursing practice.    
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Epilogue: PERSONAL EMANCIPATORY PRAXIS 
And so this research emerged - another personal attempt to understand the 
possibilities of education in supporting caring nursing practice in WA hospitals. I learnt 
what I always knew. We all have our parts to play but without all of us playing our 
parts together we cannot express the music of the spheres. “There is geometry in the 
humming of the strings; there is music in the spacing of the spheres”. Pythagoras  
“People may express their spirituality in unique ways, but everyone has a 
spiritual nature that can be touched through the ministrations of another” (Benner 
Carson, 1989). For me then, all I can do is my part. 
‘I will sing of loving-kindness and justice; I will make melody…’ Psalm 101:1 
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APPENDICES  
Appendix 1 Personal Communications 
Appendix 1.1 Sample e-mails to ANMF & WAIRC about PD reporting 
requirements. 
 
ANMF - No responses to e-mails and phone calls regarding ‘accrual and utilisation of 
professional development leave’. WAIRC – Phone response – unaware of document – 
all ANMD. NES units indicated they are unaware of reporting requirements and are 
not being asked to provide reports. 
 
Sent:  Wednesday, 6 March 2019 8:28 AM 
To:  anf@anfwa.asn.au; anf@anfiuwp.org.au 
Subject:  FW: Quarterly reporting by employers on the accrual and utilisation of 
 professional development leave in the preceding period  
Hello 
I am a PhD student at the University of Notre Dame Australia (Fremantle campus). I 
am looking at "The extent to which a professional development program can support 
caring nursing practice in WA hospitals."  
I was wondering if I might speak with someone and/or view and quarterly reporting 
under Western Australian Industrial Relations Commission. (2016). Registered 
Nurses, Midwives, Enrolled (MH) and Enrolled (Mother craft) nurses industrial 
agreement 2016. Perth, Western Australia.  
The Employer will provide to the Federation on a quarterly basis information 
on the accrual and utilisation of professional development leave in the 
preceding period. The information provided will be in a form which enables 
the Federation to establish the patterns of utilisation at both an individual 
health service level and a whole of health level (Western Australian Industrial 
Relations Commission, 2016, p. 90)  
Any help would be most welcome.  
Best wishes  
 
Tonia Naylor  
 
PhD Candidate  
The University of Notre Dame Australia  
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From:  Western Australian Industrial Relations Commission 
<registry@wairc.wa.gov.au>  
Sent: Monday, 1 April 2019 4:48 PM 
To:  Registry <registry@wairc.wa.gov.au> 
Subject:  Western Australian Industrial Relations Commission: Quarterly reporting by 
employers on the accrual and utilisation of professional development leave 
in the preceding period. 
 
I am writing to ask advice on how to obtain a response to a question regarding an 
industrial matter. 
I am a PhD candidate at the University of Notre Dame Australia. The title of my thesis 
is “The extent to which a professional development program can support caring 
nursing practice in WA hospitals.” 
I have been asking state and national Australian Nursing and Midwifery Federation for 
an answer as to whether the information prescribed in the legislation (quoted blow) is 
(1) collected and if it is (2) whether I might view it. I would be happy with just an 
answer to question (1) above. Could you advise how I could get a response to this 
question please? 
QUOTE The Employer will provide to the Federation on a quarterly basis 
information on the accrual and utilisation of professional development 
leave in the preceding period. The information provided will be in a form 
which enables the Federation to establish the patterns of utilisation at both 
an individual health service level and a whole of health level. (Western 
Australian Industrial Relations Commission, 2016, p. 90) 
[Western Australian Industrial Relations Commission (2016); Registered Nurses, 
Midwives, Enrolled (MH) and Enrolled (Mother craft) Nurses Industrial Agreement 
(2016). Perth, Western Australia.] 
Best wishes  
 
Tonia Naylor  
 
PhD Candidate  
The University of Notre Dame Australia  
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Appendix 1. 2 Sample Introductory E-mail to MC Pilot Participants 
Dear  < expert panel > 
RE:  PILOT Master Class: Caring Nursing Practice 
Thank you for agreeing to pilot the Master Class: Caring Nursing Practice.  
As you are aware the Master Class is part of a PhD to determine the extent to which 
professional development can support caring nursing practice in Western Australian 
hospitals. Following the pilot, the Master Class will be offered to FSH, PCH, RPH, 
SCGH, and St John of God Midland (Public and Private) hospitals. 
The first purpose of the pilot is to gain input from nurses about the class. Each of you 
has a different background which will provide a wonderful breadth and depth of input. 
Your collective experiences range from: hands on nursing, nursing administration, 
nursing education and research. The second purpose of the pilot is to give me the 
opportunity of presenting the Master Class prior to offering it to the hospitals. From a 
presenter perspective this means I can check IT, timing, what works, what doesn’t, 
what’s missing and what I can cut etc..  
I will follow the process as though this were a hospital Master Class so that I can trial 
the advertising and consent processes to see how well it works. This means: 
Prior to the Master Class  
1. You will receive an EventBrite invitation via e-mail. When this arrives could you 
please register for the pilot MC. What should happen, all going well, is a 
message will be sent to me saying you are registered and providing me with 
some details including your e-mail. After registration - 
2. You will receive a follow up e-mail which will have the consent form attached 
(would you mind filling this in please – the email will provide instructions and 
should be straight forward)  
3. One day prior to the Master Class you will be sent a reminder e-mail for the 
Master Class. 
 
 
Master Class 
1. Meet at Royal Street, East Perth at time on Invitation. I’ll send more details in 
the follow up email (at 2 above). 
I will organise for you to have a car parking spot under the building. Alternatively if you 
want to use public transport the ‘Cat’ leaves outside Perth Train station and stops right 
outside the front door of the building. 
I will provide refreshments for the day. If you have any specific food allergies or 
sensitivities or dislikes let me know and we will steer clear. 
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The next communication should arrive by tomorrow. It will be the EventBrite invitation. 
Please register for the pilot electronically on this invite. Let me know if there is a 
problem and you can’t. 
Thanks once again for agreeing to help out. I really appreciate your time and support. 
Best wishes 
Tonia  
 
PhD Candidate 
The University of Notre Dame Australia 
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Appendix 1. 3 Introductory E-mail to RPJ Participants 
From:  Tonia [mailto:tonianaylor7@gmail.com]  
Sent:  Thursday, 13 September 2018 3:31 PM 
To:  Undisclosed recipients 
Subject:  Reflective Practice Journaling RPH 
Hi to all 
Thank you for agreeing to participate in Reflective Practice Journaling.  
 Please submit 1 RPJ per week for 6 weeks. 
 In the Subject box of the email please cut and paste the following   RPJ – 
<name of hospital> (#)  
 Replace the # with the number for the week. For example if this is week one for 
you then (1) or week two then (2). 
I have attached some tips. Record your observation of what happened and your 
reflection on it. It can be as long or short as you like. Remember to dig deep – how did 
it make you feel how did that affect your caring nursing practice what do you think you 
could do about it – and so on. Let the kid in you keep asking Why? This is a time when 
putting yourself front and centre of the ‘reflection’ picture is a very acceptable thing.  
Feel free to delve back into your workbooks to use any of the exercise there to help. 
Those who agreed to share their e-mail address will find them in the cc section. 
Network with each other if this helps to bounce ideas around.  
Good luck! 
Best wishes 
Tonia 
PhD Candidate 
The University of Notre Dame Australia 
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Appendix 1. 4  Re-survey (T3) E-mail to Participants 
From:  survey-noreply@mr.surveymonkeyuser.com  
Sent:  Tuesday, 4 September 2018 8:48 PM 
Subject:  SURVEY AFTER: Master Class 
 
Dear Nurses 
Thank you for participating in the research into how education might be used to 
support Caring Nursing Practice. The final step in the research is to conduct a survey 
at a third time interval after everyone has finished. It won’t take much time as you 
have already done this survey twice. I thank you most sincerely for your patience and 
support with the research component of this Professional Development. 
Best wishes 
Tonia 
 
 
 
 
263 
 
Appendix 2  Theories & Concepts of Nurse Caring and Orienting Foundation 
 Author 
Theory/ 
Framework 
Foundations 
Knowledge 
theory 
Implications for practice 
 
1971 
 
Mayeroff 
 
On Caring 
 
Philosophy 
 
Caring is 
helping another 
grow and 
actualize and 
may occur in 
any relationship 
between 
persons or 
persons and 
ideas. 
 
Major ingredients of caring: knowing, alternating rhythms, 
patience, honesty, trust, humility, hope, and courage. 
Illuminating aspects: self-actualization through caring, 
primacy of the process, ability to care and ability to be 
cared for, constancy of the other, guilt in caring, 
reciprocation, and caring as a matter of degree within 
limits. Special features of caring for people: caring for other 
people, caring for myself. How caring may order and give 
meaning to life: order of other values around caring, to be 
‘in place’ in the world, caring for my appropriate others, and 
living the meaning of my life. Characteristics of a life 
ordered through caring: basic certainty, the process of life 
is enough, intelligibility and unfathomability, autonomy, 
faith, and gratitude. 
Caring is an affirmative response with devotion to the 
others need, guided by the direction of its growth.  
(Mayeroff, 1971) 
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 Author 
Theory/ 
Framework 
Foundations 
Knowledge 
theory 
Implications for practice 
 
1977 
 
Leininger,  
 
Theory of 
culture care: 
diversity and 
universality 
 
Philosophy,  
 
anthropology 
 
Care is 
culturally 
perceived. 
Some 
commonalities 
exist across 
cultures. 
MODEL – 
Sunrise model 
 
 
Nursing is a transcultural profession. Universality is the 
commonality of meaning. Diversity is the cultural 
differences of meaning. 
Care is universal and differences may be negotiated in 
‘cultural-care’. 
(Leininger, 1977, 1980, 1999; Leininger & McFarland, 
2002) 
 
1979 
2019 
 
Watson 
 
Theory of 
human caring 
 
Transpersonal 
science caring 
theory 
 
Human science,  
 
metaphysics 
 
Care is ‘a moral 
ideal rather 
than task 
oriented 
behaviour’. 
MODEL – 
Caritas process 
 
Humanities common purpose is transcendence. Goal of 
nursing is to facilitate - the individual gaining a higher 
degree of harmony of body mind and soul through self-
knowledge, self-reliance, self-healing and self-care. Care is 
the ‘universal field from which we come and return and all 
dwell for shared existence’ (Watson, 2005).  
 
Core Principles/Practices: Evolving From Carative to 
Caritas (Watson, 2008, p. 34).  
 Practice of loving-kindness and equanimity (inner 
balance) with self and others. [Caring for others starts 
with caring for self and attending to own well-being.]  
 Authentic presence: enabling faith/hope/belief system; 
honouring subjective inner, life world of self and other.  
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 Author 
Theory/ 
Framework 
Foundations 
Knowledge 
theory 
Implications for practice 
 Cultivation of one’s own spiritual practice toward 
wholeness of mindbodyspirit—beyond ego  
 Developing/sustaining loving, trusting-caring 
relationships.  
 “Being” the caring-healing environment.  
 Allowing for miracles (openness to unexpected & 
inexplicable life events that have no rational answers) 
Watson’s 10 Caritas Processes® of Transpersonal Caring 
Theory (Watson, 2008, 2018) 
1. Sustaining humanistic-altruistic values through the 
practice of loving-kindness, compassion and equanimity 
with self and other.  
2. Being authentically present, enabling faith/hope/belief 
system; honouring subjective inner, lifeworld of self and 
other. 
3. Being sensitive to self and others by cultivating own 
spiritual practices; moving beyond ego to transpersonal 
presence.  
4. Developing and sustaining loving, trusting-caring 
relationship.  
5. Allowing for expression of positive and negative feeling; 
authentically listening to another person’s story. 
6. Creatively problem-solving/ “solution-seeking” through 
caring process; full use of self and artistry of caring-
healing practices via use of all ways of knowing.  
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 Author 
Theory/ 
Framework 
Foundations 
Knowledge 
theory 
Implications for practice 
7. Engaging in transpersonal teaching and learning within 
context of caring relationships; staying within other’s 
frame of reference.  
8. Creating healing environment at all levels, whereby 
authentic caring presence potentiates wholeness, 
beauty, comfort, dignity, and peace.  
9. Reverently assisting with basic needs as sacred acts, 
touching mindbodyspirit of other, sustaining human 
dignity.  
10. Opening to spiritual, mystery, unknowns; allowing for 
miracles 
 
Care is a transcendent universal reality accessible to all. 
(Watson, 1979, 2007, 2017; J. Watson, 2003, 2019) 
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 Author 
Theory/ 
Framework 
Foundations 
Knowledge 
theory 
Implications for practice 
 
1981 
 
2014 
 
Ray, 
 
Ray & 
T
u
r
k
e
l 
 
Theory of 
Bureaucratic 
caring 
 
Philosophy,  
 
anthropology/ 
sociology,  
 
complexity 
science,  
 
caring science 
 
Caring is 
embedded in 
organisations 
and the society 
as a whole.  
 
 
Nursing exists within organisations and society as a whole. 
The underlying bureaucratic function of hospitals 
increasingly economic although it emerges from a 
multiplicity of meanings about caring. Bureaucratic caring 
is seen as a dialectical synthesis of caring concepts. This 
requires a ‘system shift. where management and caring 
views exist side by side and … represent the 
transformation of health care organisations to benefit 
humankind (Ray, 1989). 
 
“This social caring ethic is caring as emancipatory praxis” 
(Ray & Turkel, 2014, p. 132). 
 
Caring has organisational and societal transformative 
potential. 
(Ray, 1981b,1987, 1989, 1991, 2006, 2008; Ray & Lynn, 
1991; Ray & Turkel, 2014, 2015) 
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 Author 
Theory/ 
Framework 
Foundations 
Knowledge 
theory 
Implications for practice 
 
1990 
 
Boykin & 
S
c
h
o
e
n
h
o
f
e
r 
 
Nursing as 
caring: A model 
for transforming 
practice 
 
Philosophy,  
 
human science,  
 
general nursing 
theory 
 
Caring is part of 
humanness 
which 
continually 
develops.  
MODEL Nursing 
as caring. 
 
(‘Persons are viewed as already complete and continuously 
growing in completeness’ (Boykin & Schoenhofer, 2013, 
p. 11) 
 
 Persons are caring by virtue of their humanness 
 Persons are whole or complete in the moment 
 Persons live caring, moment to moment 
 Personhood is a process of living grounded in caring 
 Personhood is enhanced through participating in 
nurturing relationships with caring others 
 Nursing is both a discipline and profession 
 
Caring ‘nursing is ‘a shared lived experience in which 
caring between nurse and nursed enhances personhood 
(Wolf & France, 2017, p. 98) (Boykin & Schoenhofer, 2013) 
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 Author 
Theory/ 
Framework 
Foundations 
Knowledge 
theory 
Implications for practice 
 
1991 
 
Swanson 
 
Theory of 
caring 
 
Phenomenology 
nursing 
 
Caring is a 
central and 
unifying nursing 
phenomenon: it 
does not; 
however, 
render the 
concept of 
caring as 
unique to 
nursing 
knowledge or 
practice 
(Swanson, 
1991, p. 165) 
 
Non mutually exclusive categories:  
1 knowing – a priori assumptions about meaning of event 
2 being with – being emotionally present to the other 
3 doing for – the other what [one] would do for the self if 
possible. 
4 enabling – facilitating the others passage through life 
transitions and unfamiliar events. 
5 maintaining belief – sustaining faith in the others capacity 
to get through an event or transition and face a future 
with meaning  
Caring is a nurturing way of relating to a valued other 
toward whom one feels a personal sense of commitment 
and responsibility (Swanson, 1991, pp. 161–165). 
(Swanson, 1991) 
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 Author 
Theory/ 
Framework 
Foundations 
Knowledge 
theory 
Implications for practice 
 
1991 
 
Halldórsd
ó
t
t
i
r 
 
Theory of caring 
and uncaring 
behaviours 
within nursing 
and health care 
 
Phenomenology 
 
Caring and 
uncaring occur 
along a 
continuum of 
five modes of 
being. Two 
metaphors The 
wall – uncaring. 
The bridge – 
caring.  
 
Five modes of being ‘the life-giving mode, the life 
sustaining mode, life-neutral mode, life-restraining mode 
and life-hurting mode’. Requires nursing competence: 
• Competence in empowering people  
• Competence in connecting with people  
• Competence in facilitating knowledge development  
• Competence in making clinical judgements  
• Competence in doing /asks and taking action on behalf 
-including e.g. active advocacy and collaboration. 
 
Caring is a mode of being which occurs a continuum of 
caring and uncaring. It requires development of 
competence in professional intimacy while maintaining 
professional distance (Halldórsdóttir, 1996, p. 31) 
(Halldórsdóttir, 1990, 1991, 1996) 
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 Author 
Theory/ 
Framework 
Foundations 
Knowledge 
theory 
Implications for practice 
 
2001, 
2
0
0
8 
 
Sumner 
 
Moral construct 
of caring in 
nursing as 
communicative 
action 
 
 
Philosophy,  
 
caring science 
 
Caring is moral 
and 
communication 
is expressed as 
caring 
communicative 
action. (Jane 
Sumner, 2001, 
p. 926) 
 
Meeting the needs of each individual results in 
communication that is both verbal and nonverbal (Sumner 
& Fisher, 2008, p. E22) leads to ‘communicative action 
both patient and nurse are validated with a sense of 
fulfilment  
 
‘Caring communicative action is a nursing intervention’ 
(Wolf & France, 2017) It is ‘moral because 
dialogue/discourse requires a ‘considerateness’ of each 
other (Sumner, 2001). 
 
Three levels of development in maturity. Norms are not just 
accepted they are reasoned through (Sumner, 2001, p. 
926) 
 
Caring requires reasoned moral communicative action 
which occurs at different levels of maturity. The moral 
object of the relationship will be the patient's health, as 
seen through the prism of human vulnerability. 
 
(Sumner, 2000; 2001; 2006a, p. 63; 2010; 2012; Sumner & 
Fisher, 2008) 
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 Author 
Theory/ 
Framework 
Foundations 
Knowledge 
theory 
Implications for practice 
 
1979, 
2002 
2014 
 
Eriksson 
Lindstrom 
N
y
s
t
r
o
m
,
 
&
 
Z
e
t
t
u
l
a
n
d 
 
Theory of 
carative caring 
 
Philosophy, 
theology 
 
Caring implies 
alleviating 
suffering. 
Ontology … 
human being as 
an entity of 
body, soul, and 
spirit and … 
religious. 
Suffering as the 
fundamental 
category of 
caring. - 
radically 
different from … 
perspective … 
based on the 
natural 
sciences. 
(Eriksson, 
2002, p. 63) 
 
MODEL Caring 
science model 
 
1. The human being is fundamentally an entity of body, 
soul, and spirit. 
2. The human being is fundamentally a religious being, but 
all human beings have not recognized this dimension. 
3. The human being is fundamentally holy. Human dignity 
means accepting the human obligation of serving with 
love, of existing for the sake of others. 
4. Health means a movement in becoming, being and 
doing, and striving for integrity and holiness which is 
compatible with bearable suffering. 
5. The basic category of caring is suffering. 
6. The basic motive of caring is the caritas motive. 
7. Caring implies alleviating suffering in charity, love, faith, 
and hope. Natural basic caring is expressed through 
tending, playing, and teaching in a sustained caring 
relationship. 
8. Caring relationship forms the meaningful context of 
caring and derives its origin from the ethos of love, 
responsibility, and sacrifice, that is, a carative ethic 
(Eriksson, 2002, p. 62) 
Caring is the alleviation of suffering through a caring 
relationship based in a carative caring ethic. 
 
(Arman et al., 2015; Eriksson, 1979, 2002) 
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 Author 
Theory/ 
Framework 
Foundations 
Knowledge 
theory 
Implications for practice 
 
2003 
2007, 
2
0
1
3 
 
Duffy & 
Hoskins 
 
Quality-caring 
model, quality 
caring in 
nursing and 
health systems 
 
Nursing, health 
services  
 
Caring 
relationships in 
nursing are the 
process to 
achieving 
quality care. 
The value of 
nursing can be 
tested within 
the evidence-
based practice 
milieu (Duffy, 
2003) 
MODEL Quality 
caring model 
 
 
Structure = Participants (provider, patient/family, system) 
Process = Caring relationships – independent and 
collaborative 
Outcomes = (provider, patient/family, system) 
 
Caring relationships are the process by which the structure 
achieves outcomes. The process involves intermediate 
outcomes of ‘feeling cared for’. 
(Duffy, 2003, 2013, 2018; Duffy & Hoskins, 2003) 
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 Author 
Theory/ 
Framework 
Foundations 
Knowledge 
theory 
Implications for practice 
 
2013, 
2
0
1
6 
 
Locsin 
 
Theory of 
technological 
competency as 
caring in 
nursing. 
 
Nursing 
 
Characteristic 
human qualities 
remain a 
primary concern 
in the over-all 
assembly of the 
improvement of 
human persons 
of the future. 
 
 
Foundation from which can evolve the congruence among 
the natural world of technology, caring and 
nursing. 
1 Technology as instruments and gadgets that facilitate the 
human caring of persons – robotic assisted surgery 
2 Technology as a completer of human beings – 
prosthetics  
3 Technology that mimics human beings – AI or humanoid 
robots – already in production for health care. 
4 Technology as enhancer of human qualities – 
cybernetics 
5. Technology that facilitates the advancement of human 
– like organisms – inter-human species development 
6. Autonomous robotics- ‘embracing natural-language 
learning, prioritise aesthetics 
 
Caring is a human quality which may be integrated into use 
and application of technology including ‘the development of 
human persons …..  
(Locsin et al., 2019; Locsin, 2013, 2016, 2017; Yasuhara et 
al., 2019; Manabe et al., 2019) 
 
(based on Wolf & France, 2017, pp. 96–99) 
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Appendix 3  InSPIRE Principles of CPD: Implications for Implementation Possibilities in Nursing CPD 
 CPD Principle Implications and implementation possibilities 
Impactful: Provide insights into what needs to be 
changed and address the needs of teachers and 
students. 
1. Identification of a clear vision of what change/impact is 
wanted and needed. 
2. Encouraging participants to believe that a change for the 
better is ‘possible and desirable’, and encourages them to 
work towards achieving those changes. 
3. Link participant learning gains with progress against the 
desired change/impact. 
Needs-based: Respond to the daily challenges that 
educators and nurses face especially with regards 
to: socio-political, educational and cultural context; 
institutional cultural with its characteristics and 
constraints; reality of teaching and learning 
environment. 
4. Deep understanding at the micro and macro levels of: 
a. Global context 
b. National and regional context 
c. Institutional context and culture: the institution as a 
whole, specific groups within the institution  
Sustained: Research indicates that one off 
sessions and short courses ‘are not effective in 
creating the necessary conditions for deep and 
lasting changes’; however, duration alone does not 
guarantee effectiveness (Richardson & Díaz 
Maggioli, 2018, p. 7). 
5. Consider longer term CPD over a prolonged period (up to 
three years is suggested). In doing so the following may be 
supported: 
 
a. Focus on impact over quantity – selecting fewer topics, 
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spreading across the years with deepening 
understanding over the years. 
b. Consider modalities to enhance directed and self-
directed learning between CPD sessions. 
Peer-collaboration: Availability of regular support 
and feedback. This is thought to be one of the best 
indicators of effectiveness in CPD.  
6. Use of CPD techniques such as: joint planning in pairs and 
groups, videos of practice followed by pair of group 
discussion and evaluation. 
7. Use of reflection / action research; clinical supervision, 
mentoring and preceptorship. 
In practice “learning through doing, tackling real 
issues and developing practical solutions”. There 
appears to be a difference between CPD aimed 
solely at changing attitudes and those which ask 
participants to try out new approaches and consider 
the implications – with the latter being more 
effective. 
8. Integration of new knowledge with daily tasks 
9. Structure and sequence application integration 
a. Awareness from input 
b. Deep understanding 
c. Deliberate and sustained practical implementation and 
experimentation and evaluation. 
Reflective: Reflection enhances the practical 
component of CPD programs It has ‘been found to 
lead to changes in pedagogical beliefs ‘and 
enhance ‘know ledge and transformative growth’ 
10. Reflective practice – reflection on action 
11. Reflexive practice – reflection on: reflection on action 
12. Praxis – reflection on action and reflection in action  
13. Peer action research – a group work on an identified patient 
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(Silvia et al., 2013). 
 
problem with a series of at least three ‘research’ interventions 
and reflect. 
14. Supported action research – similar as a case study but 
includes support, feedback and coaching from peers. 
15. For group based action research to work requires 
organisational investment to allow time for collaboration and 
preparation for the research process. 
Evaluated: CPD which values impact supports 
participants to evaluate Nursing practice. In addition 
to participants evaluating impact of learning 
organisations also need to prioritise evaluation in 
order to continuously improve the quality of CPD 
and understand the interconnected nature of the 
seven principles of CPD. 
16. Evaluation of participants reactions 
17. Assessment of learning gains 
18. Assessment of congruence between CPD and organisational 
culture 
19. Evaluation of participants knowledge and skills 
20. Assessment of the impact of CPD  
 
(Carr & Kemmis, 1986; Chapman, Lewis, Osborne, & Gray, 2013; Edwards-Groves & Kemmis, 2016; Kemmis, 2009, 2010b; Lee-Hsieh, 
Kuo, Turton, Hsu, & Chu, 2007; Mason, 2003; Ponte, 2005; Richardson & Díaz Maggioli, 2018; Shepherd, 2012; Silvia et al., 2013; 
Willsher, 2015). 
 
278 
 
Appendix 4  Synergistic Approach: Validity Threats and Strategies to 
Minimize Threats 
Validity Threat Strategies to minimize threats 
Not using the concept of synergy -  Ensure mixing of qualitative and quantitative 
methods using a synergistic approach to enable 
a view of the social world. 
Failure to incorporate concepts from 
different theoretical paradigms. 
Address theoretical foundations across both 
qualitative and quantitative foundations.  
Failing to incorporate qualitative and 
quantitative data collection methods. 
Including a variety of data collection methods. 
Not using different types of data. Use both types of data. Mix qualitative and 
quantitative data in the same data collection 
tool where appropriate - survey. Use single 
method data collection where appropriate – 
RPJ. 
Failing to analyse both qualitative and 
quantitative data emerging from the 
same data collection method. 
Analyse both qualitative and quantitative data 
emerging from the same source - survey.  
Analyse qualitative or quantitative data 
emerging from a single source – RPJ. 
Cross check multiple sources of data – survey 
and RPJ. 
Failing to recognises the position of 
equal value of qualitative and 
quantitative paradigms. 
Utilise both qualitative and quantitative 
paradigms. 
Not supporting an ideology of 
difference. 
Acknowledge and protect paradigm differences. 
Select method that provides opportunity for 
cross paradigm communication within the study 
design. 
Failing to establish the approach of the 
researcher. 
Articulate researcher’s iterative and reflexive 
approach -including critical self-reflection. 
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Appendix 5  Rational for Use of Synergistic Approach 
Core 
Principle 
Needs Process and context considerations Approach 
 
Equal 
Value 
 
 
Ideology of 
difference 
 
Qualitative and quantitative 
data required. 
 
 
Quantitative responses with a qualitative ‘comment’ 
option often elicited large amounts of qualitative 
information –  
 
some of which was not directly related to the 
question but rather provided an explanation for the 
response. So ‘while many participants arrive at 
similar ranking orders, they did so for different 
reasons’ (Hall & Howard, 2008, p. 259). This context 
is seen as important. 
 
 
Ensure both qualitative 
and quantitative 
paradigms were 
considered for their 
equally significant 
contribution to the 
research. 
Approach 
of the 
researcher 
Qualitative, quantitative and 
mixed data were collected 
via two data collection 
methods (survey and RPJ) 
require analysis. In addition 
personal communications 
contextualised data. 
Themes and concepts are found across and within 
types of research data. Different types of data: 
qualitative, quantitative and mixed could not be used 
in isolation from each other. Personal 
communications served to contextualise some 
responses. 
 
The researcher 
needed to approach 
data iteratively and 
reflexively. 
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Appendix 6  Workbook 
Attached separately 
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 Appendix 7  Workshop Plan 
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 Appendix 8 Survey 
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1  
 
 
 
 
AFTER 
Caring Nursing Practice in Western Australian   Hospitals 
BACKGROUND  INFORMATION 
 
 
 
* 1. NAME 
Please provide your name so that your survey responses can be tracked. Your namewill not be 
entered with your responses. You will be given a unique identifying number which will be kept on a 
master list in password protected computer at a separate location from the data.  The master list will 
only be accessible to the researcher and two PhD supervisors. This list will be destroyed on completion 
of the PhD and no data will be able to be traced to you. 
 
 
2. SKIP QUESTIONS 2-10 GO TO QUESTION 11 
Do you have paid study leave / work release to attend this course? 
 
  Yes 
No 
 
3. Why did you attend this Master Class on Caring Nursing Practice? 
 
 
 
4. What is your age? 
 
  18 to 24 
  25 to 34 
  35 to 44 
  45 to 54 
  55 to 64 
  65 to 74 
  75 or older 
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5. What is your gender? 
 
Female 
Male 
Other 
Other 
 
 
6. What is your cultural heritage? 
 
Aboriginal or Torres Strait Islander 
Australian 
African 
Asian 
English / Irish / Scottish / Welsh 
European 
Middle Eastern 
Latin American 
North American 
Other (please specify) 
 
 
 
 
 
7. Years in nursing? 
 
0 - 2 
 
3 - 5 
 
6 - 10 
 
10 -20 
 
20 - 30 
 
30 - 40 
 
More than 40 
 
 
8. Are you religious / spiritual? 
 
Yes 
No 
Please specify religious background and / or spiritual  belief 
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19. Have you personally used alternative therapies? 
(not provided by AHPRA registered professional) 
Please check all applicable boxes. 
No 
 
Herbal remedies 
Vitamin supplements 
Hypnotherapy 
Biofeedback 
Psychic healing 
Reiki  
Meditation 
Prayer 
Faith healing 
 
'Smoking' (Traditional cleansing) 
 
Chakra therapy - realignment / balancing 
Ayurvedic medicine 
Yoga 
Chanting 
Earthing 
Bowen therapy 
Reflexology 
Acupressure 
Animal therapy 
Art therapy 
Auto suggestion (positive affirmations) 
Iridology 
Magnet therapy 
 
Other (please specify) 
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* 26. While working in a hospital has your caring ever been evaluated / appraised / assessed? 
 
  Yes 
No 
  Can't remember 
Comment 
 
 
 
* 27. When starting work at a hospital - was caring included in your induction? 
 
  Yes 
No 
  Can't remember 
Comment 
 
 
 
28. Prior to this Master Class - While employed by a hospital - were you ever offered professional 
development opportunity on the topic of caring? 
Yes (Please comment) 
No 
Can't remember 
 
Comment 
 
 
* 29. What factors supported or hindered attendance at available PD on caring? 
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* 38. List one benefit of caring for each of the following groups. 
 
Patient 
 
Nurse 
 
Organisation 
 
Nursing Profession 
 
Society 
 
 
* 39. List 4 reasons why caring is important in nursing. 
 
1. 
 
2. 
 
3. 
 
4. 
 
 
* 40. What behaviors demonstrate caring nursing practice? (list your top 5) 
 
1. 
 
2. 
 
3. 
 
4. 
 
5. 
 
 
* 41. Name a nursing model which uses the critical thinking and scientific process. 
 
 
 
* 42. What are the 3 top things your hospital could do to support caring nursing practice? 
 
1 
 
2 
 
3 
 
 
* 43. Can caring nursing practice affect the organisation? 
 
  Yes given the opportunity. 
  No never. 
Not sure 
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* 44. The mind is involved in healing / cure. 
 
  Yes 
  No 
  Not sure 
 
 
* 45. Describe what is meant by the mind-body connection. 
 
 
 
* 46. What can you do to positively influence your personal mind-body connection? 
 
 
 
* 47. Define praxis? 
 
 
 
* 48. List one activity which might enhance praxis? 
 
 
 
* 49. Define Reflective Practice 
 
 
 
* 50. List the three steps of reflective practice. 
 
1 
 
2 
 
3 
 
 
* 51. List three benefits to reflective practice. 
 
1 
 
2 
 
3 
 
 
* 52. I believe that learning takes time. 
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Caring Nursing Practice in Western Australian   Hospitals 
CARING   EFFICACY  SCALE 
 
 
 
53. I feel comfortable in touching my clients’ / patients in the course of care giving. 
 
strongly strongly 
disagree agree 
1 2 3 4 5 6 
 
Rating 
 
 
 
54. I convey a sense of personal strength to my clients / patients. 
 
strongly strongly 
disagree agree 
1 2 3 4 5 6 
 
Rating 
 
 
 
55. Clients / patients can tell me almost anything and I won’t be shocked. 
 
strongly strongly 
disagree agree 
1 2 3 4 5 6 
 
Rating 
 
 
 
56. I have an ability to introduce a sense of normalcy in stressful conditions. 
 
strongly strongly 
disagree agree 
1 2 3 4 5 6 
 
Rating 
 
 
 
57. It is easy for me to consider the multi-facets of a clients / patients care, at the same time as I am 
listening to them. 
strongly strongly 
disagree agree 
1 2 3 4 5 6 
 
Rating 
 
295 
 
 
296 
 
 
297 
 
 
 
298 
 
 
 
 
 
 
299 
Appendix 9  PowerPoint Presentations 
  
1  
  
1 2 
 
 
 
 
  
3 4 
 
 
 
 
  
5 6 
300 
 
 
  
301 
 
  
302 
 
  
303 
 
 
  
304 
 
 
  
305 
 
 
  
306 
 
 
  
307 
 
 
  
308 
 
 
  
309 
 
 
  
310 
 
 
  
311 
 
 
  
312 
 
 
  
313 
 
 
  
314 
 
 
  
315 
 
 
  
316 
 
 
  
317 
 
 
  
318 
 
  
319 
 
 
  
320 
 
 
  
321 
 
 
 
 
 
 
322 
 
 
 
Appendix 10  Sample Advertising Poster 
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 Appendix 11  Sample Certificates of Attendance 
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Appendix 12  Steps in the Submission of Ethics Governance Applications 
(Government of Western Australia, 2019a)     
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Appendix 13  Research Approvals Process for WA Health 
 
(Government of Western Australia, 2019a) 
 
Each additional government hospital requires additional sign off by the Hospital 
Administrator and the research governance office.   
Hospital’s operating under a private-public partnership follow the research 
approvals process of the private organisation. 
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Appendix 14  Ethics and Research Governance Approval Notifications 
1. Notre Dame Human Research Ethics Committee 
 Approval Number  017192F 
 
 
2. WA Health (government) 
 Protocol number 1:2017Nay 
 RGS application RGS0000000225 
 
 Governance approvals:  Fiona Stanley Hospital 
 Perth Children’s Hospital 
 Royal Perth Hospital 
 Sir Charles Gairdner & Osborne Park Hospital Group 
 
 
3. St John of God Health Care 
 SJGHC Ethics Approval - Ref 1348 
 
 Governance approvals  SJOGHG (Midland public-private partnership) 
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 Appendix 15  Participant Information and Consent Forms 
 
PARTICIPANT INFORMATION SHEET  
 
The use of a Professional Development session to support caring nursing practice 
in Western Australia hospitals. 
 
Dear Nursing Staff Member 
 
You are invited to participate in a PD session including a pre and post session survey 
for the research project described below.  You are also invited to participate in 
reflective practice journaling and post reflective practice survey. 
 
What is the project about? 
The research project investigates the effect of a Professional Development (PD) 
session on the topic of caring for nurses.  Caring is seen as an integral component of 
nursing practice, however, many nurses feel underprepared for this aspect of their 
role.  Research shows that caring is an important aspect of nurse satisfaction and an 
inability to provide caring nursing affects patients and nurses decisions about whether 
to stay in nursing. Few workplace PD sessions for nurses in Australia address this 
component of nursing practice.  
 
Who is undertaking the project? 
This project is being conducted by Tonia Naylor and will form the basis for the degree 
of a PhD at The University of Notre Dame Australia, under the supervision of 
Professor Chris Hackett (School of Education) and Dr Kylie Russell (School of 
Nursing). 
 
What will I be asked to do? 
If you consent to take part in this part of the research study, it is important that you 
understand the purpose of the study and the tasks you will be asked to complete. 
Please make sure that you ask any questions you may have, and that all your 
questions have been answered to your satisfaction before you agree to participate. 
 
What it involves  
o Attend a PD session. 
o Completing a pre and post PD session survey which will provide demographic 
data (such as your age, length of nursing experience) and opinions (about caring 
and nursing). 
o Optional involvement in Reflective Practice Journaling after the PD session 
including a post RPJ survey. 
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An estimate of how much time  
o The PD session will be a full-day Master Class.  It will form part of your normal 
hospital PD. The pre and post session survey will be included in the full-day 
Master Class. 
o Optional involvement in reflective practice journaling over a period of 8 weeks.  
Time taken for reflection will vary depending on the participant. Some reflections 
may be short and take 5 minutes others may be longer. 
 
Location of the study 
The study will take place at your work place.   
o The location of the PD session is decided by Staff Development  
o Reflective practice will occur at your convenience and can be done in the 
workplace. 
 
Expenses 
There will be no out of pocket expenses. 
 
Risks 
There is no foreseeable risk for you participating in this research project, however, if 
you experience any discomfort as of participating in the research project, support will 
be made available through confidential workplace counselling services.   
 
What are the benefits of the research project? 
There may be no immediate benefits to you as a result of your participation in the 
research project.  Anticipated benefits for participants might include: 
o CPD time registerable with Staff Development and iFolio for ANF members. 
o CPD time which can be used in response to an audit by AHPRA 
o There may be improved job satisfaction as a result of heightened awareness of 
caring in nursing practice.  Job satisfaction may come from a change in focus, 
heightened awareness of the caring of others, integration of caring into patient 
care, and an awareness of patient satisfaction in caring nursing practice. 
 
What if I change my mind? 
Participation in this study is completely voluntary. Even if you agree to participate, you 
can withdraw from the study at any time without discrimination or prejudice. If you 
withdraw, information you provide prior to withdrawal will be retained in not re-
identifiable format. You can withdraw by contacting Tonia Naylor 
tonia.naylor1@my.nd.edu.au or my supervisor, Professor Chris Hackett: 
chris.hackett@nd.edu.au . 
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Will anyone else know the results of the project? 
Information gathered from you will be held in strict confidence. This confidence will 
only be broken if required by law. 
All participants will be given a random identifier number.  The researcher will hold a 
master list of de-identified information.  At the conclusion of the research all master 
lists will be destroyed and only non-identifiable information will be stored.  PhD 
supervisors will regularly audit and supervise the accuracy of master list entries and 
compliance with maintenance of confidentiality. 
Electronic data will be stored in a password protected computer only used by the 
researcher and  will only be shared with supervisors via a password protected 
encrypted Health Department approved flash drive.  Supervisors will access this 
information on password protected computers. At the conclusion of the study an 
external hard drive containing de-identified data will be stored at the School of 
Education, The University of Notre Dame Australia for at least a period of 7 years after 
which time it will be destroyed.  The researcher will retain a copy of de-identified data 
on a password protected hard drive and may use collected data future research. 
All de-identified paper records will be kept in a locked filing cabinet at the School of 
Education (UND) and will only be able to be accessed by the researcher or PhD 
supervisors.  All de-identified paper records will be destroyed after successful 
completion of the PhD. 
The results of this study will be published in the PhD and may also be published in a 
journal or a book. 
No identifiable information will be used in reporting research results.  You will not be 
identified in any publication resulting from this research.   
Attendance at the PD session will be recorded and available to the employer in 
accordance with Staff Development policy.  Individual results and information will not 
be provided to your employer.  Your hospital will be provided with a copy of the 
research results. 
 
Will I be able to find out the results of the project? 
Once the PhD is completed participants will be able to gain access to a copy via the 
web link http://researchonline.nd.edu.au/ . 
 
Who do I contact if I have questions about the project? 
If you have any questions about this project please feel free to contact either myself 
tonia.naylor1@my.nd.edu.au or my supervisor, Professor Chris Hackett: 
chris.hackett@nd.edu.au. My supervisor and I are happy to discuss with you any 
concerns you may have about this study.  
 
What if I have a concern or complaint? 
The study has been approved by the Human Research Ethics Committee at The 
University of Notre Dame Australia (approval number 017192F) and by the South 
Metropolitan Human Research Ethics Committee, Department of Health (approval 
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number 1:2017Nay) and by St John of God Health Care(approval number Ref 1348). 
If you have a concern or complaint regarding the ethical conduct of this research 
project and would like to speak to an independent person,  please contact Notre 
Dame’s Ethics Officer at (+61 8) 9433 0943 or research@nd.edu.au.  Any complaint 
or concern will be treated in confidence and fully investigated. You will be informed of 
the outcome. 
 
How do I sign up to participate? 
If you are happy to participate, please sign both copies of the consent form, keep one 
for yourself the other will be collected at the commencement of the PD session.   
   
Thank you for your time. This sheet is for you to keep. 
 
Yours sincerely, 
 
 
 
 
Tonia Naylor   
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CONSENT FORM 
 
The use of a PD session to support caring nursing 
practice in Western Australia hospitals. 
 
 I agree to take part in the following components of this research project. 
 YES NO 
PD session including pre and post session surveys   
Reflective Practice Journaling and post RPJ survey   
 
 I have read the Information Sheet provided and been given a full explanation of the 
purpose of this research project and what is involved including options for reflective 
practice and an interview.  
 The researcher has answered all my questions and has explained possible risks 
that may arise as a result of the interview and how these risks will be managed. 
 I understand that I do not have to answer specific questions if do not want to and 
may withdraw from participating in the project at any time without prejudice. 
 I understand that all information provided by me is treated as confidential and will 
not be released by the researcher to a third party unless required to do so by law.  
 I agree that any research data gathered for the study may be published provided 
my name or other identifying information is not disclosed. 
 I understand that research data gathered may be used for future research but my 
name and other identifying information will be removed. 
Name of participant PLEASE PRINT 
Signature of 
participant 
 Date 
E-mail contact 
  
 
 I confirm that I have provided the Information Sheet concerning this research 
project to the above participant explained what participating involves and have 
answered all questions asked of me. 
Signature of 
Researcher 
 
 
Date  
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Appendix 16  Random Number Sequence Generator 
https://www.randomlists.com/random-
numbers?min=100&max=999&qty=200&dup=false 
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 Appendix 17   Sample NES models for Western Australia 
Participating hospitals were approached for their NES model and organisational 
structure.  Available samples are attached and represent NES models and 
organisational structures in July 2020. 
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NES Model: Fiona Stanley Hospital 
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 Paediatric Nursing Education Unit (PNE) 
 NES Model: Perth Children’s Hospital      
Coordinator of Nursing  
SRN 7 
1.0FTE 
Nurse Coordinator PNE 
SRN 4 
1.0FTE 
Nurse Educator  
(SRN 3)  
2.8FTE  
Staff Development Nurse  
(CN L2) 
1.7FTE   
Staff Development Nurse  
13.9FTE 
(CN L2) 
Admin 
1.5FTE  
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NES Model: Sir Charles Gairdner Hospital 
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NES Model: St John of God Hospital (Midland Campus) 
